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EFFECTIVE AGAINST MOST STRAINS OF STAPHYLOCOCCI 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Surveys of in vitro performance of various antibiotics over the past several 
years indicate a definite decrease in activity against the staphylococcus.'* 
CHLOROMYCETIN, however, continues to demonstrate a high degree of potency 
against this stubborn pathogen.'* Even the strains responsible for hospital- 
acquired staphylococcal infections, which are resistant to most other antibiotics, 
may be sensitive to CHLOROMYCETIN.*® For this reason, it has been recom- 
mended for immediate use in suspected staphylococcal infections in infants, their 
mothers, and in surgical patients.'® 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have 
been associated with its administration, it should not be used indiscriminately or for minor 
infections. Furthermore, as with certain other drugs, adequate blood studies should be made 
when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Holloway, W.J., & Scott, E. G.: Delaware M. J. 30:175, 1958. (2) Roy, T. E., et al.: Canad. M.A.]. 


77:844, 1957. (3) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (4) Royer, A., in Welch, H., & 
Marti-Ibatiez, E: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. (5) Blair, J. E., 
& Caria JAMA. 166:1192, 1958. (6) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (7) Fekety, F. R., 
et Gi eeeeeeteaith 48:298, 1958. (8) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (9) Kessler, A. D., 
& Seott, Ro BaF Dis. Child. 96:294, 1958. (10) Shaffer, T. E.: J. Michigan M. Soc. 57:851, 1958. 
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IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI TO CHLOROMYCETIN AND 
TO ANOTHER WIDELY USED BROAD-SPECTRUM ANTIBIOTIC FOR 1958, 1957, and 1955° 


1958 (200 STRAINS) 

a 37.5% 

1957 (200 STRAINS) 

1955 (42 TO 103 STRAINS) 

ANTIBIOTIC A 69.5% 


0 20 40 60 80 100 


*Adapted from Holloway and Scott.' In this study CHLOROMYCETIN 
and Antibiotic A were used in identical strengths of 5 meg: 
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Until the discovery of DECADRON* by MERCK SHARP & DOHME, when your diabetic patients were 4 
also in need of corticosteroid treatment, you were often faced with a difficult therapeutic dilemma. 4 
Diabetes mellitus was a recognized contraindication to the use of corticosteroids, since they not 

only aggravated the existing diabetic symptoms, but often precipitated latent diabetes. 


many diabetic patients 


may have THE FULL 
BENEFITS 


CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all anti-inflammatory corticosteroids —is 
remarkable for its virtual absence of diabetogenic effect in therapeutic doses. 


In clinical trials with some 1,500 patients glycosuria 
was noted in only two, transitory glycosuria in another 
two, and flattening of the glucose tolerance curve in 
one. There were no instances of aggravation of existing 
diabetes, no increase in insulin requirements. Patients 
whose diabetes was severely aggravated on predniso- 
lone showed good tolerance when transferred to 
DECADRON. 

MORE patients can be treated with DECADRON than 
with other corticosteroids, because in addition to being 
practically free of diabetogenic activity, therapy with 
DECADRON is also practically free of sodium retention, 


potassium depletion, hypertension, edema and psychic 
disturbances. Cushingoid effects are fewer and milder. 
DECADRON has not caused any new or “peculiar” re- 


actions, and has produced neither euphoria nor depres- 
sion, but helps restore a “‘natural’’ sense of well-being. 


DEXAMETHASONE 


+ *DECADRON is a trademark of Merck & Co., Inc., ©1958 Merck 
to treat more patients & Co, Ine. 

“8 . MERCK SHARP & DOHME 

os more eff ectively mQo DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 

VoLuME 86, FEesruary, 1959 5 


x = 


OFFICERS OF THE MEDICAL SOCIETY OF VIRGINIA 
1958-1959 


President—Wa ter P. ApAms, M.D., Norfolk 
President-Elect—ALLEN Barker, M.D., Roanoke 
Vice-Presidents—Guy W. Horstey, M.D., Richmond 


James M. Peery, M.D., Cedar Bluff 


McLemore Birpsonc, M.D., Charlottesville 


Executive I. Howarp, Richmond 
Speaker of House of Delegates—Joun T. HunvLey, M.D., Lynchburg 


Vice-Speaker—FLETCHER J. WRIGHT, JR., M.D., Petersburg 


COUNCILORS 


SHEPPARD K. Ames, M.D., Cape Charles ALEXANDER McCaus.anp, M.D., Roanoke 


Kari K. Wattace, M.D., Norfolk Haro_p W. Mutter, M.D., Woodstock 
BENJAMIN W. Raw_es, Jr., M.D., Richmond Byrp S. Leavett, M.D., Charlottesville 
FLETCHER J. WRIGHT, Jr., M.D., Petersburg James P. WiitiaMs, M.D., Richlands 


Louis P. Batey, M.D., Nathalie Ricuarp E. Patmer, M.D., Alexandria 


Delegates to American Medical Association Alternates 


Vincent W. Arcuer, M.D., Charlottesville Ma tcotm H. Harris, M.D., West Point 
Barker, M.D., Roanoke Buxton, M.D., Newport News 
W. Lixwoop BALL, M.D., Richmond KINnLocH Netson, M.D., Richmond 


ELECTIVE AND TRAUMATIC 


XVYVLOCAINE® uci 


of lidocaine*) 


as a local or topical anesthetic 


Xylocaine is routinely fast, profound and well tol- 
erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 


ASTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U. S. A. 


+ warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


*u S. PAT. NO. 2,441,498 MADE IN U.S.A. 
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SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 2¢, va. 
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UNIQUE VITAMIN SUPPLEMENT 


VIGRAN 


CHEWABLES 


SQUIBB MULTIPLE VITAMIN SOFT TABLETS 


fruit-punch flavored 


tablets that will 
actually 
“melt in the mouth” VIGRAN CHEWABLES taste 
. like candy, but contain no 
can be chewed like candy ingredients harmful to teeth. 


Important, too, is that VIGRAN 
CHEWABLES dissolve easily 
in the mouth and smell good. 
These advantages will also appeal 
to your elderly patients. And 
VIGRAN CHEWABLES 
can be crushed and sprinkled on provide at least 125% of the 
cereal or other food minimum daily requirements 
- for vitamins A, D, B;, Bo, 
niacinamide and C, and 
significant amounts of other 
essential vitamins. 


Each vVIGRAN CHEWABLE 
tablet contains: 


A. 5,000 U.S.P. units 


1,000 U.S.P. units 
Vitamin C 75 mg. 
Vitamin B, 3 mg. 
Vitamin B, 3 mg. 
Vitamin B,. 2 mg. 
Niaci id ME. 
Calcium 3 mg. 
Vitamin 5 mcg. 


Available in Rx-size bottles of 30 and 90, 


Squibb Quality — 
the Priceless Ingredient 


can be easily swallowed (small tablet size) ‘Vigran’@ is # Squibb trademark 
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x. Veratrite” 


Prescribed with confidence 8,863,769 times Veratrite continues Each VERATRITE tabule contains: 

to be the antihypertensive of choice for treating geriatric patients. _“f¥Ptenamine (tannates) 40 C.S.R.° Units 
Veratrite effectively reduces blood pressure through action 

on the sympathetic nervous system, without detriment to the 

cardiac output. 


IRWIN, NEISLER & CO. e DECATUR, ILLINOIS 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. . . assured anti-inflammatory 
effect of low-dosage 
corticosteroid’ 


. .. additive antirheumatic 
action of corticosteroid 
plus salicylate?"* brings 
rapid pain relief; aids 
restoration of function. 


. .. wide range of application 
including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 

. .- much less likelihood 
of treatment-interrupting 
side effects’ 


. simple, flexible 
dosage schedule 
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in any case 
it calls for 


orticoid-saticylate compound tablets 


Composition 
METICORTEN® (prednisOMe) MB 
Acetylsalicylic acid .......... . 325 me 


Aluminum hydroxide 75 mg. 
Packaging: SigmaGeN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 


ation Acute conditions: Two orthree § 
tablets four times daily. After 
desired response is obtained, 


gradually reduce daily dosage 


itd and then discontinue. 3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
it Subacute or chronic conditions: 7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5 Initially as above. When satisfactory 5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 


control is obtained, gradually reduce R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956, 


the daily dosage to minimum 


age effective maintenance level. For best SCHERING CORPORATION « BLOOMFIELD, N, J. 
results administer after meals and 
d at bedtime. 0-1-6408 


Precautions: Because SiGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 
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HASAMAL 


a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 
those cases where mild sedation is desired. 


Each HASAMAL tablet or capsule contains: 


16.2 mg. (14 gr.) 
Warning: May be habit-forming 

Acetylsalicylic Acid ............ 162.5 mg. (21 gr.) 

Acetophenetidin ............... 162.5 mg. (2% gr.) 

Atropine Sulfate ............... 0.00065 mg. 

Hyoscine Hydrobromide ........ 0.0011 mg. 


Hyoscyamine Hydrobromide .... 0.0325 mg. 


HASACODE 


CHARLES C. HASKELL & CO. 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. Available in 2 codeine strengths, 1, gr. 
(Hasacode) and 14 gr. (Hasacode “Strong”’). 


Supplied: Hasamal — Tablets or capsules, 
bottles of 100, 500 and 1,000. Hasacode and 


Hasacode “Strong” — bottles of 100 and 500 
tablets. 


Write for free samples and literature, 


Richmond, Virginia 
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PRODUCTS OF sta FROM THE PURDUE FREDERICK COMPANY 


natural bowel corrective 
-Cerumenex PROBILAGOL enok 
DROPS 
easy, safe, Specifically 
painless removal designed 
. of ear wax— for therapeutic and 
without prophylactic 
instrumentation _ management 
| of dyspepsia and 
food 
intolerance 


Assures bowel 


correction 
and rehabilitation 
because it“...acts 
inawayalmost 
indistinguishable 
Proved clinicall 
from the normal | 
effective 
: physiologic 
mechanism... 
(95.0 per cent) . 
695 A unique without 
of 4,695 patients cholecystokinetic- ees 
(ages mucosal irritation due | 
3 hs to 83 years emnenase, to chemical contact 
montt years) ‘ProBilagol’ provides 
with excess ; prompt gallbladder without o 
or impacted cerumen evacuation, ama 
For patient convenience and econ- Tats 
omy, prescribe ‘Cerumenex’ Drops prolonged relief, to antacids 
in the regular 15 cc. bottle, pack- — safety other medications 
aged with cellophane wrapped 
blunt-end dropper. extreme palatability | Stappliy: Mublets, smaltand 
easy to swallow, 
tComplete bibliography z in bottles of 100. 
available on request Supply: Bottles of Granules, cocoa-flavored, 
12 and 6 fluid ounces. in 8 and 4 ownce canisters. 


wite CHLONBUTANOL 0.5% "BRAND OF THIETHAWOLANINE POLY. 
PEPTIDE QLEATE-CONDENSATE U.S. AND FOREIGN PATENTS PENDING 


1. Herland, A. L., Lowenstein, A.: Quart. 
Surg. Obst. & Gynec. 14:196 (Dee.) 1957 


PROBILAGOL D-GLUCITOK WITH HOMATROPINE HETHYLGROMIDE, 
PURDUE FREDERICK 


sd DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14, N.Y. | TORONTO 1, ONTARIO 


GRANULES 
» CONCENTRATE OF TOTAL ACTIVE PRINCIPLES 
CABRERA ACUTIFOUIA PODS, PERDUE FREDERICK 


Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. > 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


Alglyn 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that ‘The 
percentage of ‘good to excellent’ results obtained in 


BRAYTEN PHARMACEUTICAL COMPANY © Chattanooga 9, Tennessee 


patients on continuous long-term antacid therapy with 
DAA (74°) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

Atc.yn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 
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CERTAINTY 
_against 
the 


after millions of prescriptions 


provides fast, high blood and tissue 
concentrations 


Because ERYTHROCIN Stearate is rapidly ab- 
sorbed, patients get therapeutic blood and tissue 
levels within 30 minutes. High, peak levels occur 
between one and two hours—and effective con- 
centrations are maintained for at least six hours. 
Always at hand, then, against more critical in- 
fections is ERYTHROCIN-I.M.—the only intra- 
muscular form of erythromycin available. 


backed by years of clinical effectiveness 

Actually, every prescription you write for 
ERYTHROCIN is backed by more than six years 
of clinical effectiveness against coccal infections. 
And, with the problem of antibiotic resistance 
becoming more important daily, the value of 
ERYTHROCIN as a day-to-day anticoccal agent is 
dramatically underlined. 


supported byan unparalleled safety record 
During all the years ERYTHROCIN has been pre- 
scribed, serious reactions have been practically 
nonexistent. Unlike penicillin, allergy is no 
problem. And, in contrast to “broad-spectrum” 
action, the normal flora of the intestinal tract is 
virtually unaltered with ERYTHROCIN therapy. 
offers bactericidal activity 

Unlike broad-spectrum antibiotics, ERYTHROCIN 
is classed as a bactericidal antibiotic. It offers 
lethal action against common cocciec invaders— 
resulting in prompt clinical response. 
provides convenient dosage forms 

Usual adult dose is 250 mg. four times daily. 


...an unparalleled safety record 


Children’s dosage is reduced in proportion to 
body weight. ERYTHROCIN comes in Filmtabs® 
(100 and 250 mg.), bottles of 25 and 100. Also in 
oral suspension and for intramuscular use. Won’t 
you prescribe ERYTHROCIN doctor? Abbott 


if you’re concerned with blood levels... 


Dotted line shows actual inhibitory concentrations 
against most organisms. Note the high ranges and 
medians of ERYTHROCIN Stearate at one, two, four 
and six hours. Data represents three studies with 
adults. Each was given one 250-mg. Filmtab. 


hours 0 1 2 a 6 


And where you need a consistent uniform response 
that only an injectable form can provide, remember— 


ERYTHROCIN-I.M.(Erythromycin Ethyl Succinate, 
Abbott) and ERYTHROCIN LACTOBIONATE. 


@Filmtab—Film-sealed tablets, Abbott; pat. applied for. 
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in 
this capsule 
lives the 
most widely 
use 


the most 
widely useful 

antibiotic 
in the 


world 
Achromycin*® V 


Tetracycline with Citric Acid Lederle 


SUPPLIED IN CAPSULES OF 250 MG. 
WITH 250 MG. CITRIC ACID, 
AND 100 MG. WITH 100 MG. CITRIC ACID. 


LEDERLE LABORATORIES, A DIVISION OF AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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ANXIETY 
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Unrelated 


GLY 


ig 
“ BOW BACK | 
mi her | 
Chemically to any rapeutic agent in 
a’ 
current use. Better tolerated anid sajer than older drugs. 
for elinical resalts in 4092 patio: ‘s See inside 


the first true 
TRANOUILAXANT* 


MUSCLE RELAXANT 
and TRANQUILIZER 


tran-qui-lax-ant (tran’kwi-lak’sant) 
< tranqu jiet; L. laxare, to 


joosen, as the ir 


Clinical Comments 


fe be “We have just “Chlormethazanone “The effect of this “In 120 patients 


started using it [Trancopal] not only _ preparation in these with anxiety or tension 
[Trancopal] for relieved painful muscle cases [skeletal muscle _ states, 114 received 
relaxing spastic spasm, but allowed the — spasm] was excellent satisfactory control of 


musculature and _ patients to resume and prompt .. .”8 their condition. Severe 
are very much their normal activities Mullin and Epifano, Long dysmenorrhea and 
encouraged.” with no interference Island College Hospital premenstrual tension 
Baker, University of in performance of in 65 patients refractory 
Minnesota Medical either manual or to the usual medications 
— intellectual tasks.” were relieved 
Lichtman, New York satisfactorily 
Polyclinic Medical School in 56.4 
and Hospital Lichtmen 
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91% Effective in Musculoskeletal Disorders 


Indications Degree of Effectiveness* 


39% Effective in Psychogenic Disorders 


Indications Degree of Effectiveness 


100 
The results of clinical studies of over 4092 patients *Excellent, good and fair 
by 105 physicians demonstrate that Trancopal often is _ Dosage: 
effective when other drugs have failed. From these Usual adult dose, 1 Caplet 


(100 mg.) three or four times 
studies it is clear that Trancopal probably can provide daily. Children (from 5 to 12 


more help for a greater number of tense, spastic, years), % Caplet (50 mg.) 


y and/or emotionally upset patients than any other i noo —_ 
4 pharmaceutical agent in current use. ets® (peach 


colored, scored) 100 mg., 


| | bottles of 100 and 1000. 
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MUSCLE RELAXANT 
; end TRANOUILIZER 


Low back pain 
: Neck pain ete) 
Bursitis 
Rhevmato ¢ arthritis 
Osteoerth 
Disk syndrome 
Fibrositis 
Joint disorders fankie sprain, 


tennis elbow, etc.) 
Myesitis 
Posto erative myalgias 


IDE F 
Comparative pharmacologht tests showed that 

: Trancopal is up to thirteen thnes as srfo, or EFFECTS WITH TRANCOPA. 
jap to thirteen times fess toxic. The measure af 

4 was the in humen dose,” 


Medical 


| 
Angina pectoris 
liver and kid- spasm (in para'ysis 
tion. Can be As Safe AS 


Model 300 Visette 
electrocardiograph, 
$625 delivered, 
continental U.S. A. 
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| Dipl one of the electronic components used in a Visette electrocardio- 
graph could be held in your two hands — dramatically demonstrat- 
ing why this is the lightest, most compact ECG in existence today. But 
these same components would also prove something else — of equal im- 
portance — about the Visette: why it can “take it”, and remain stable 
and accurate, after hundreds of trips to and from your office. 

As you looked at these examples of completely modern electronics 
used in the Visette, you would see numerous transistors — rugged, 
miniature, solid devices which do many of the jobs vacuum tubes do, 
but with the advantages of much greater durability, preferable electrical 
characteristics in certain applications, and an extremely long operating 
life. You’d also see wiring which was printed on thin, tough phenolic 
panels — in place of hundreds of separate pieces of wire; such connec- 
tions, of course, can’t shake loose under constant jarring — and they 
also make possible “building block’”’ circuitry in the Visette with sepa- 
rate, easily accessible plug-in panels. 

And similar advantages in greater ruggedness, longer life, better 

rformance or smaller size would be found in other Visette elements. 

ach one was chosen for the contribution it could make in achieving a 
smaller, lighter, more rugged ECG — without sacrificing accuracy. To- 
gether, they become part of an electrocardiograph offering unequalled 
operating convenience and portability. More than 3000 doctors today 
know this from their own experience — in using a Visette in their 
own practices. 

Descriptive literature, ‘“‘Questions and Answers” on the Visette in 
handy folder form, or details of the Sanborn 15-day Test-and-Return 
Plan available on request. Address “‘Inquiry Director.” 


SAN BORN COMPANY 


MEDICAL DIVISION 175 Wyman Street, Waltham 54, Massachusetts 
Beruespa Branch Office 8118 Woodmont Ave. 


Oliver 6-5170 and 6-5171 
Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 
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running noses 


and open stuffed noses orally 


with TRIAMINIC, the oral nasal decongestant 
® in nasal and paranasal congestion 
® in sinusitis 
* in postnasal drip 


* in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication 
* reaches all respiratory membranes systemically 
* avoids “nose drop addiction” 
* presents no problem of rebound congestion 


* provides longer-lasting relief 


Relief with Triaminic is Each TRIAMINIC Tablet provides: 


the outer layer Phenyl lamine HCI 50 

ylpropanolamine a mg. 
prompt sad dissolves within minutes Phentramine maleate... 25 mg, 
because of this special ped Pyrilamine maleate . . . . . 25 mg. 
timed - release action .. . of this in the outer 

4 : ®®R_the Inner core yer, the other in the core. 

beneficial effect starts in disintegrates to give 3 
minutes, lasts for hours. to 4 more hours of reliet Dosage: 


Triaminic 


Also available: For the occasional patient who requires only half dosage: timed-release 
TRIAMINIC JUVELETs. Each Juvelet is equivalent to % of a Triaminic Tablet. 


For those patients who prefer liquid medication: Triaminic Syrup. Each 5 ml. tsp. of 
this palatable syrup is equivalent to 4 of a Triaminic Tablet. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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~ All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 


¢ No surprise “extras” — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 

¢ Freedom to add or replace equipment as 
improvements appear 


G.E. pays for insurance... assumes prob- 
lem of collecting for equipment damage 


¢ G.E. pays local property taxes 


without capital outlay 


the difference is 


Maxiservice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up none of your capital .. . eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for wtility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


DIRECT FACTORY BRANCHES ROANOKE 

BALTIMORE 115 Albemarle St., S.E. + DIlamond 3-6209 
3012 Greenmount Ave. + HOpkins 7-5340 WASHINGTON, D. C. 

NORFOLK 806 15th St., N.W. + STerling 3-2546 

218 Flatiron Bldg. * MAdison 5-0561 RESIDENT REPRESENTATIVE 
RICHMOND LYNCHBURG 

3425 W. Leigh St. + ELgin 9-5059 M. C. TAYLOR, 2455 Rivermont Ave. + Phone 2-6776 
[LY VoLUME 86, Fepruary, 1959 
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1 
| 95% effective in published cases’* a 
a 
No. of 
Conditions treated Patients improved Failure - 
ALL INFECTIONS 558 a 80 0 
Respiratory infections 258 31 ’ 
Pharyngitis and/or tonsillitis 65 5 
Pneumonia 90 17 
Infectious asthma 44 r 
Otitis media 31 2 ' 
Other respiratory 28 7 j 
(bronchitis, bronchiolitis, 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) 
Skin and soft tissue infections 230 i 
Infected wounds, incisions and 
lacerations 41 8 
Abscesses 51 8 - 
Furunculosis 58 6 i 
Acne, pustular 43 15 _ 
Pyoderma 19 ~ 
Other skin and soft tissue 18 1 = en 
(infected burns, cellulitis, : ' 
impetigo, ulcers, others) 
Genitourinary infections 28 : 5 
Acute pyelitis and cystitis 10 ~ 
Urethritis with gonorrhea or cystitis 8 _ - 
Pyelonephritis 4 pe 3 
Salpingitis 5 i 3 
Pelvic inflammation with endometriosis 1 - ‘<a 
Miscellaneous 42 8 4 
(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) 
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laboratory: 
a 
over 90% effective 
against resistant staph 
niure COMPARATIVE TESTS BY THREE METHODS 
(DISC, TUBE DILUTION, CYLINDER PLATE) 
30 ON 130 STAPHYLOCOCCI? 
21.2% 
7 42.4% 
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Wantivictica 2-10units 2-15 mcg. 


antivicticB 5-30 mcg. Antibiotic D 2-15 meg. 


antibiotic 5-30 mcg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 


BBantiviotic 5-30 meg. 


Other Tao advantages: 


Rapidly absorbed stable in gastric acid?’ TAO 


needs no retarding protective coating 


Lew in toxicity — freedom from side effects in 96% 


of patients treated; cessation of therapy 
is rarely.required 
Highly palatable — “practically tasteless"? active 


ingredient in a pleasant cherry-flavored 
medium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i:d.; to 500 mg, @i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./Kg. 
body weight in divided doses has been found effec- 


tive. Since TAO is therapeutically stable in gastric ~ 


acid, it may be administered without regard to 
meals. 


Supplied: TAO Capsules— 250 mg. and 125 mg, 
bottles of 60. TAO for Oral Suspension—1.5 Gm., 
125 mg. per teaspoonful (5 cc.) when reconsti- 


‘tuted; unusually palatable cherry flaver; 2 oz. 


bottle. 
References: 1. Koch, R., and Asay, L. Dis J, Pediat., 


18 press. 2. Lerning, B. H., Jr., et al.: Paper presented 


at the Symposium on Antibiotics, Washington, 0. C., 


Oct. 15-17, 1958.3. Meiiman, et a!.: Paper presented 


at the Symposium on Antibiotics, Washington, D. C., 


Ott. 15-17, 1958. 4, Olansky, S., and McCormick, G. E., 


dt.; Paper presented at the Symposium on Antibiotics, 
Washington, 0D. C., Oct. 15-17, 1958. 5. Shubin, H., 
et al.: Antibiotics Annual 1957-1958, New York, N. Y., 
Mudical Encyclopedia, inc., 1958, p. 679. 6. Isenberg, 
H., and Karetitz, S.: Paper presented at the Symposium 


- on Antibiotics, Washington, D. C., Oct, 15-17, 1958. 


7. Wenner-*en, J. R.: Antibiotic Med. & Clin. Therapy 
$:527 (Aug.) 1958: 8. Kaplan, M. A., end Goldin, M.: 
Paper presented at the Symposium on Antibiotics, 
Washington, D. C., Oct. 15-17, 1958. 9, Truant, J. Pa 


Washington, D. C., Oct. 15-17, 1958. 


- Paper presented at the Symposium on Antiviotics, 


Tao dosage forms — 
for specific clinical situations 
Tao Pediatric Drops 
For children — flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. per cc. 
Special calibrated droppers—5 drops (approx, 
25 mg.) and 10 drops (approx. 50 mg.-). 

10 cc. bottle. 


Ta@-AC (Tao analgesic, antihistaminic compound) 


To eradicate pain and physical discomfort in 


respiratory disorders. 
Supplied: in bottles of 36 capsules. 


(Tao wth triple suifas) 


For dual control of Gram-positive and Gram-nega- 
tive infections. 


Supplied: Tablets, bottles of 60. Oral Suspension, 


~ bottles of 60 cc. 


Intramuscular or Intravenous 
. For direct action—in clinical emergencies. 


Supplied: in 10 cc. vials. 


PTRADEMAR 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Ing. 
Science for the World's Wel!-Being 
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TABLETS 


VARIDASE 


Streptodornase Lederie 


Controls Inflammation and Swelling...Relieves Pain... 
Promotes Healing Through Enchancement of 
Fibrinolysis at the Site of Trauma or Infection. 


References: 1. |nnerfield, |.; Shub, H., and Boyd, L. J.: New England J. Med. 258: 1069 (May 24) 1958. 2. Miller, J. M.; Godfrey, G. C.; Ginsberg, M. J., and 
Papastrat, C. J.: J. A. M. A. 166:478 (Feb. 1) 1958. 3. Davidson, E; Prigot, A.. and Maynard, A. de L.: Harlem Hosp. Bull. Il: 1 (June) 1958 *Reg. U.S. Pat. Off. 


Heips promote drainage... 


Helps redéce swelling 


hastens patient's relief... and abrasions... and pain... speeus 
reduces mucrsal swelfing,’ reduces discomfort ambulation.'-3 
and improves 


cosmetic result.’ 


> 


Ye) | 
ve TO ACCELERATE THE RECOVERY PROCESS | 
a Established Efficacy and Safety: For five years Inflammation and edema associated with: trauma 
= VARIDASE, in parenteral form, has been used with and infection . cellulitis « abscess - hematoma 
success in many thousands of cases. Its ability to thrombophlebitis sinusitis uveitis chronic 
control inflammation, swelling and associated pain, bronchitis « leg ulcer - chronic bronchiectasis. 2 
aid penetration of antibiotics, and hasten healing Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase a 
has been demonstrated in such conditions as severe and 2,500 Units Streptodornase. | 
Na trauma, infected ulcerations, and following exten- Administration: Varinase Buccal Tablets should be | 


sive surgery. retained in the buccal pouch until dissolved. For 


Perk Simple Buccal maximum absorption patient should delay swallow 


0 


ng saliv 
Route: New VariDASE Buccal Tablets give your ng cava. | 
patients the benefits of systemic VARIDASE therapy Dosage: One tablet four times dally for a minimum - 
n. without the inconvenience of repeated injections. of three days. When infection is present, VARIDASE -* 
Absorbed through the buccal mucosa in fully effec- Buccal Tablets should be given in conjunction with / ; 
used as practical adjunctive therapy inyour practice 2d Citric Acid. 
Off. within these broad classifications: Available in bottles of 24, 
*Reg. U. S. Pat. Off. LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Beteria) 


jalieves thrombotic \ Fur: “cles, 

inflammation process, controls carbuncies, 

jncreasés antibiotic. felling. hes abscesses... checks 
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RATIONALE 


“It appears that there is now available in 
chlorothiazide a drug which is a specific 
antagonist to the abnormal sodium 
metabolism seen in the vast majority of 
hypertensive patients. The use of this agent 

[DIURIL] may stand the test of time as the 

most vital and specific weapon in the 

treatment of a relatively non-specific disease 

in which the only specific abnormality known 

is one of sodium metabolism. . .. : 
Chlorothiazide now appears to be the drug of 
choice when initiating therapy in the 
average hypertensive patient.” 
Reinhardt, D. J.: | 
Delaware State Med. J. 30:1, January 1958, 


RESULTS 


“We have presented a group of 48 patients 
previously treated with a variety of 
antihypertensive agents.” “Upon the addition 
of chlorothiazide to their regimens, there 
was realized an additional blood pressure 
lowering effect of 23 mm. systolic and 

11 mm. diastolic.” 


Bunn, W. H., Jr.: 
Ohio State Med. J. 54:1168, September 1958. 


MINIMAL SIDE EFFECTS 


“There is an extremely wide range between 

therapeutic and toxic dosage, and no 

significant side effects and no sensitivity to 

the drug as yet have been observed.” 
“... it seems desirable to add potassium 
chloride 4 Gm. per day .. . in cases of 
hypertension. .. .” 

Herrmann, G. R., Hejtmancik, M. R., Graham, R. N. 
and Marburger, R. C.: 

Texas State J. Med. 54:639, September 1958. 


dosage: one 250 mg. tablet DIURIL b.i.d. to one 
500 mg. tablet DIURIL ti.d. 


supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide) bottles of 100 and 1000. 


DIGRIL |, trademark of Merck & Co., INC. 
© 1959 Merck & Co., inc. 
Trademarks outside the U.S.: 
CHLOTRIDE, CLOTRIDE, SALURIC. 


Exactly how 


does new Halodrin* restore the 


prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 
appears in the urine following parenteral administration has been established in castrated women. 

On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethiny| estradiol is about 2 to 2'4 times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 

- Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 
monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. [Upjohn 
COPYRIGHT 1958, THE UPJOHN COMPANY 


STRADEMARK, REG. U.S. PAT. OFF. 
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Estradiol mcg./24 hrs. 
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Endogenous estrogen secretion (meg. /24 hours) 
(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) 


Menstruation 


Average daily secretion, 
premenopausal 


Average daily secretion, 
postmenopausal 


+4 +6 +8 +10 +12 +14 
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IN FILMTAB® / IN ORAL SOLUTION 
AND IN COMBINATION WITH SULFAS 


INDICATIONS 

Against all peniciilin-sensitive organisms. When 
combined with Sulfas, CoMPocILLIN-VK is 
especially effective in treating mixed infections 
such as may occur in the respiratory or urinary 
tract. 


DOSAGE 

Range is from 125 mg. (200,000 units) three 
times daily to 250 mg. (400,000 units) every 
four hours. Children’s dosage is determined by 
body weight. When combined with sulfa triad, 
range is one Filmtab three times daily to two 
Filmtabs every four hours. 


SUPPLIED 

CoMPOCILLIN-V K Filmtabs: 125 mg. (200,000 
units), bottles of 50 and 100; 250 mg. (400,000 
units), bottles of 25 and 100. 


CoMPOCILLIN-V K Granules for Oral Solution: 
In 40-cc. and 80-ce. bottles. When reconsti- 
tuted, each tasty 5-cc. teaspoonful of cherry- 
flavored solution represents 125 mg. (200,000 
units) of potassium penicillin V. 


COMPOCILLIN-VK with Sulfas: Each Filmtab 
contains 125 mg. (200,000 units) of potassium 


penicillin V and 500 mg. of sul- 


fonamides. At all pharmacies. 


(POTASSIUM PENICILLIN V) 


Units/cc. 
16 


14 


12 


Fl 


Hours 


Game The highest levels of Filmtab Compocillin-VK. 
=e The median levels of Filmtab Compocillin-VK. 
Note the high upper levels and averages at % hour, and 
at 1 hour. 

Doses of 400,000 units were administered before meal- 
time to 40 subjects involved in this study. 


TABLETS, ABBOTT, PAT. APPLIED FOR, 
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CLINIQUICK™ 


FOR MODERN PRACTICE 


AN 
AMES 


CLINICAL BRIEFS 


How can the problem of “postchole- 
cystectomy syndrome’ be reduced? 


A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 


Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957. 


for pre- and postoperative 


management of biliary D EC a 0 LI N° 
tract disorders... “therapeutic bile” 


Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 

with dilute, natural bile... 

* corrects excessive bile concentration 

+ helps to thin gallbladder contents 

+ benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 


in functional G.I. distress... DECHOLIN 
with BELLADONNA 


+ improved liver function Elkhart + Indiana 


Toronto Caneda 
available: DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. 


(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000. e 
DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) E es 


3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 
Bottles of 100 and 500. 
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idazine Lederie 


provides therapeutic sulfa levels for 24 hours... Highly 
soluble . . . rapidly absorbed . . . produces fast, sustained 
plasma-tissue concentrations. Simple, easy-to-remember, 
single 0.5 Gm. daily dose. No crystalluria. ! 


with low incidence of sensitivity reactions ... Extremely low 

in toxic potential. 2.3 No cutaneous or other objective 
reactions seen in a wide scale study of clinical toxicity. 2 Even 
minor subjective reactions are not expected to occur 2 or are 
reported absent * when recommended schedule is used. 


TABLETS, 0.5 Gm., bottles of 24 and 100. New ACETYL PEDIATRIC 
SUSPENSION, cherry flavored, 250 mg. sulfamethoxypyridazine activity 
per teaspoonful (5 cc.), bottles of 4 and 16 fl. oz. 


1. Editorial: New England J. Med. 258:48, 1958. 


2. Vinnicombe, J.: Antibiotic Med. & Clin. Ther. 5:474, 1958, 
3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. Qeterio) 
t. Off. 


*Reg. U.S. Pa 
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in cases of tension 


(Reserpine, Vale) 


preferred drug or emotional agitation 
must be contrelled 


... provides sedation without hypnosis, a sense 
of relaxed wellbeing and tranquility 


... effects gradual-ond susteined lowering of 
elevated. blood pressure in patients with 
mild, labile or essential hypertension 


Supplied: 0.1 mg. ond 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 
phormacies 


RAUWOLFIA 
: SERPENTINA 
in cases of hypertension 


Rauval— 
(Rauwolfig Serpentina, Vaile) 

. Gouble assayed to insere optimal therapeutic effect 
tested chemically io insure total alkaloid content 
tested biologically te insure uniform hypotensive action 
. ideal therapy in labile arid moderate hyper- 


tension adjunctive.therapy in severe 
hypertension 


. . achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect evén ofter cessation of therapy 


Supplied: 50 mg. and 100 mg. tablets in bottles of 100 and 
1000, or on prescription at leading pharmacies 


(ats THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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_promptly—in virtually all diarrheas—with 


NEOMYCIN 


10 


a effects — with or without an antibiotic, as 
DONNAGEL:Inéach ce.(I oz): H. INC., RICHMOND 20, VIRGINIA 


‘a highly eftective” 
antitussive” 


Preferred by patients as to “effectiveness, taste 
and absence of undesirable sideaperts 


Robitussin: Each 5-cc. tea- 
spoonful contains glyceryl 
guaiacolate 100 mg. 


Robitussin A-C: Same formula, 
plus prophenpyridamine 
maleate 7.5 mg. and codeine 
phosphate 10 mg. per 5 cc. 
Exempt narcotic. 


Supply: Bottles of 4 fl. oz., 
1 pint and 1 gallon. 
1. Bickerman, H. A.: In Drugs of 


Choice 1958-1959, ed. by W. Modell a 
Mosby, St. Louis, 1958, p. 562. 


2. Hayes, E. W., and Jacobs, L. Sam 
Dis. Chest 30: 441, 1956, a 


A. H. Robins CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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ROBITUSSIN WITH ANTIHISTAMINE AND CODEINE 


In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


prednisone-phenylbutazone, Geigy 


Geigy Ardsley, New York 


VOLUME 86, Fesruary, 1959 
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The 


HOUSE-CALL 
ANTIBIOTIC 


e Effectiveness demonstrated in more 
than 6,000,000 patients since 
original product introduction (1956) 


e Extremely wide range of action is 
particularly reassuring when culture and 


sensitivity testing is impractical 


More than 90 clinical references attest to superiority # 
effectiveness of Cosa-Signemycin (Signemycin). Bibliograp! 
and professional information booklet available on reque 


Pfizer) Science for the world’s well-bei 
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CIN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE WITH TRIACETYLOLEANDOMYCIN 
capsules - oral suspension pediatric drops 
e on requé 
PFIZER LABORATORIES 


Y's well-bei@™Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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1 Ladeez and gentlemen: 
learn all about new VITERRA PEDIATRIC, 


4 

/ 
2 First, 
\ see what happens when \ 
you push the metered plunger. ; & 


see the Metered-Flow 
bottle’s tight seal. 
No risk of 


VITERRA’ PEDIATRIC 


each 0.6 cc. contains: 


AGyathetic) S000 U.S.P. Units 330% 
1000U.S.P. Units 250% 
~ B, (Thiamine) 1 mg. 400% 


Ba Ribcflavin) 1 mg. 
i me ft 
Lmeg. it 
(Ascorbic Acid) 50 mg. 
Siacinamide 10 mg. 
Panthenoi 2 mg. 


_ tna d-sorbitel base for better vitamisB, absorption 
}Minimum daily requirement has not been estab- 
lished. 


DOSAGE: 0.6 cc. or as directed by physician. 
in 50 cc. bottles 


no refrigeration needed 


8 Now for a farewell treat, a 
Se SE loss of potency. taste of delicious, orange-y 
ee VITERRA PEDIATRIC. How will 
ed you have it —in fruit juice? 
On cereal? Straight from the 
spoon? 


VITERRA PEDIATRIC 


ALLOW 30 SECONDS BETWEEN DISPENSINGS 


Special note to doctors who took this tour: 


Problems of over- and under-dosage, spillage, spoilage 
or leakage disappear with VITERRA PEDIATRIC’S new 
Metered-Flow bottle. Why not consider these advan- 
tages when you recommend a vitamin supplement? 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the world’s well-being 
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: a good supplement 
Culp 
. S " 
comes out this spout. 
4 as, Never more, never less. 
/ 4 And notice — 
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Each teaspoonful ee.) 


Dihydrocodeinone bitartrate 1.67 meg. 
CHLOoR-TRIMETON® Maleate 
fehlorprophenpyridamine maleate) | 2 mg. 
Sodium salieylate | 0.225 Gm. 


Sodium citrate | 0.12 Gm. 
Caffeine 30 mg. 
. Glyceryl guaiacolate 0.03 Gm. 


© Exempt narcotic. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEYG 


CN-3-6118 
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V-CILLIN 


dependable, fast, effective therapy 


V-Cillin K produces therapeutic blood 
levels in all patients within five to fifteen 
minutes after administration—levels 
higher than those attained with any 
other oral penicillin. Infections resolve 
rapidly. Dosage: 125 or 250 mg. three 
times daily. Supplied: In scored tablets 
of 125 and 250 mg. (200,000 and 400,000 
units). 


QUALITY / RESEARCH / 


New: V-Cillin K® Sulfa. Each tablet com- 
bines 125 mg. of V-Cillin K with 0.5 Gm. 
of the three preferred sulfonamides. 


New: V-Cillin K, Pediatric, a taste treat 
for young patients. In bottles of 40 and 
80 cc. Each 5-cc. teaspoonful provides 
125 mg. of V-Cillin K. 


V-Cillir K® (penicillin V potassium, Lilly) 
V-Cillin K® Sulfa (penicillin V potassium with 
triple sulfas, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
933220 
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Guest Editorial.... 


It’s Costing You! 
i deme DULY ELECTED REPRESENTATIVES in Congress passed a law in 
1954 which vitally affects you. Public Law #761 provides insurance benefits to 
the disabled. During the first six months this law was in effect (July-December 1957) 
$72,406,000.00 was paid to disabled citizens. Some indication of the rapid growth of 
| the program can be learned from the fact that in the month of October, 1958, payments 
were made at a yearly rate of $312,000,000.00. 

Much opposition on the part of physicians stems from a lack of knowledge and 
appreciation of P.L. #761, its criteria of disability, the mechanics of administration 
and the implied trend towards further expansion in the direction of total care and 
broadening of the age limits of eligibility for payments. 

At the risk of over-simplification, P.L. #761 may be said to provide payment to 
certain wage earners with adequate evidence of a disability, as set forth in the standards 

' provided by the Law. Much misunderstanding on the part of doctors arises from a 
failure to appreciate that the various standards of disability, such as in the Veterans 
Administration, industry, social agencies and insurance companies, etc., are different 
in scope and are in no way related to the standards set forth by P.L. #761. The fact 
that an individual is considered totally disabled by Veterans Administration standards 
| does not insure he will necessarily meet the standards provided by P.L. #761. 

What does P.L. #761 accept as evidence of disability? There are four factors in 
the definition. First, the disability must be “medically determinable” (i.e., the disability 
can be objectively determined by medical examination or tests). Second, the disability 
must be the primary cause of the individual’s inability to work. Third, the inability 
to work refers to any substantial work, not necessarily the kind of work the applicant 
was last engaged in, or the kind of work for which he is most obviously suited. Four, 
the disability must result from a condition which at the time of application can be 
reasonably expected to continue for an indefinite time. In the words of the Law, it 


must be of “long-continued and indefinite duration”. 


Doctors objections include: (1) Failure on the part of the government to compensate 


them for filling out forms; (2) Receiving requests for additional information; (3) 

Feeling that their judgment is being challenged when requests are received for addi- 

tional and more complete clinical description and diagnostic tests of the disabling 

condition. In seeking additional information, the medical judgment of the physician 

is not being questioned, but certain clinical findings which are highly significant to 

the evaluation of functional capacity are being sought in order that the standards of 
iLY the, law might be complied with. 
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Many doctors, in lieu of complete reports, write something to the effect, “I’ve known 
this patient for thirty years and he is totally disabled.” This statement may be true, 
but the law states that a realistic evaluation of disability must be based on objective 
clinical and laboratory tests of the individual’s ability to meet the metabolic demands 
of activity, to cerebrate, to perceive and to perform certain basic activities such as 
sitting, standing, bending and walking. 

Doctors, mindful of the fact that they themselves are taxpayers, should be aware 
that their considered and unbiased medical findings in these cases are as important 
to indicate those persons who should not receive cash benefits as to point out those who 
do qualify. 


Every wage earner (except physicians) in the United States, who meets the eligibility 
requirements of the program, may be a potential candidate for cash benefits when 
totally disabled. 

Where is this trend leading? Prior to August, 1958, individuals could not draw 
pensions from two or more governmental agencies at the same time. With the passage 
of the August 1958 amendment to the Social Security Act, payments may now be 
received from multiple governmental sources at the same time for the same disability. 

Since the Social Security Act was amended in 1954, there have been two additional 
amendments (1956 and 1958) increasing the number of persons receiving benefits. 
In 1956 the age limits for payments for disability were lowered from age 65 to 50 for 
immediate cash payments. Further lowering of age limits may be in the offing. This 
broadening and extension of the plan may well have the effect of jeopardizing the fine 
work done by the Rehabilitation Centers. As it becomes easier to obtain financial help, 
many disabled persons will lose their motivation for rehabilitation. 

How can you as a physician help? (1) By accepting the fact that the law was duly 
passed by the Congress elected by the people and demonstrate a willingness to record 
scientific data (objective evidence is desired, not opinions). (2) The problem of 
evaluating disability would be less difficult if more practical and precise techniques for 
measuring body function could be developed. This is a problem for basic research. 
(3) Work toward informing your Congressman of the limitless dangers of a ‘‘welfare 
state”, the effect on the motivation and rehabilitation potential of the disabled citizen, 
should this program continue to expand at the same rate it has in the past four years. 
Those disgruntled applicants who may have paid into Social Security from their earn- 
ings since 1937 may feel entitled to benefits even when their disability is minor or 
partial or when they become unemployed due to exigencies not connected with their 
state of health. 


These unhappy individuals fail to recognize that the Social Security Act in itself 
was intended to “insure” the worker against total and permanent disability. The 
medical determination of disability, with a complete and objective medical history, full 
description of the residual impairment to body function, treatment and results of 
treatment, rests with the well qualified physician. 

The proper administration of the Social Security Act depends on the full cooperation 
of an informed medical profession! 

Sipney G. Pace, Jr., M.D. 


Editor’s Note: Dr. Page is associate in medicine and lecturer in pharmacology at the Medical 
College of Virginia. 
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The Sulfonamides 


Twenty-five Years Later 


WENTY-FIVE YEARS AGO the first success- 
ful clinical application of a sulfonamide drug 
was announced to the world. A German physician 
whose name was Foerster presented a paper before 
the Diisseldorf Dermatological Society at its monthly 
meeting on May 17, 1933, entitled “Sepsis im Ansch- 
luss an Ausgedehnte Periporitis. Heiling durch Strep- 
tozon.” In this report Foerster discussed the case of a 
ten month old child suffering from an overwhelming 
staphylococcal bacteremia secondary to extensive 
cellulitis who was cured by a new chemotherapeutic 
agent eventually to become known as “Prontosil”’. 
Although the original investigative work was done 
by Gerhard Domagk during Christmas week of 1932 
his results were not published until February 1935. 
Domagk stated that “‘prontosil, a relatively non-toxic 
red dye when given by mouth in small doses, pre- 
vented the evolution of otherwise fatal hemolytic 
streptococcal infections in mice, controlled and cured 
chronic streptococcal infections in rabbits, and favor- 
ably influenced the course of staphylococcal infec- 
tions in rabbits, but was without effect in the treat- 
ment of certain pneumococcal and other experimental 
infections.” 


Any discussion of sulfonamides would be incom- 
plete without reference to the work of Drs. Perrin 
H. Long and Eleanor A. Bliss who carried out much 
of the early experimental and clinical investigation 
at the Johns Hopkins Hospital. Their monograph,! 
published in 1939 and titled “The Clinical Use of 
Sulfanilamide and Sulfapyridine and Allied Com- 
pounds”, w.s an authoritative compilation of ex- 
isting knowledge. In the preface dated February 14, 
1939, they wrote: “Six years have passed since 
Foerster reported upon the use of Prontosil in the 
treatment of a child ill with staphylococcal sepsis. 
In the intervening period we have witnessed the con- 
quering of streptococcal, meningococcal, gonococcal, 
pneumococcal and many other types of infections by 
means of chemotherapy, and we have seen the devel- 
opment and clinical application of numbers of new 
sulfonamide-containing drugs. While the period has 


Presented at the Annual Meeting of The Medical Society 
of Virginia, October 12-14, 1958, in Richmond. 
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been brief, it has been called ‘epochal’ in the history 
of medicine.” 

Difficulties were encountered in administering the 
early sulfonamides and serious toxic reactions were 
frequent. As soon as penicillin became generally 
available the sulfonamide drugs were used less often. 
The practicing physician felt that he would now be 
spared the many problems associated with their 
usage. The great new miracle drug, penicillin, 
appeared virtually harmless. During the ensuing 
decade many other antibiotics became available. In- 
fections caused by practically all the pathogenic bac- 
teria, as well as rickettsia, spirochetes, and certain 
large viruses now seemed under control so that few 
if any problems remained. 

As time passed certain untoward reactions, some 
serious, began to be observed. At the meeting of 
this society in 1953 I presented a paper® entitled 
“Clinical Problems Created by Antibiotic Therapy” 
in which a number of these disturbances were dis- 
cussed. In view of such developments it would seem 
appropriate in this twenty-fifth anniversary year to 
review and reevaluate the sulfonamides. 

The most effective single sulfonamides have been, 
and still are, the sulfapyrimidines: sulfadiazine and 
sulfamerazine. Domagk? is of the opinion that these 
two drugs lost favor because they were prescribed in 
excessive amounts resulting in toxic complications, 
chiefly renal, which caused them to be replaced by 
less effective preparations. A daily dosage of 3 to 5 
gm. produces the same clinical results that can be 
attained with twice this amount of other sulfonamide 
drugs, and without side reactions. Sulfadiazine is 
well tolerated, diffuses readily into the body fluids, 
including the cerebrospinal fluid, and is promptly 
excreted by the kidneys. The oral and parenteral 
forms of sulfadiazine provide convenient methods 
for its administration. Large doses of oral sulfa- 
diazine and intravenous sodium sulfadiazine may 
produce renal tubular damage due to crystallization 
of the acetylated form in acid urine. Therefore, 
alkalinization of the urine and maintenance of a 
high urine output are essential to prevent such com- 
plications when excessive amounts are prescribed. 
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Most of the serious reactions to sulfonamides were 
eliminated when sulfadiazine became available. 
However, renal tubular irritation continued to occur 
in a small percentage of patients. In recent years, 
several different types of compounds have been 
introduced in an effort to reduce this hazard. One 
approach has been to combine sulfonamides,*>® 
usually three, in equal amounts, and utilize as a 
single preparation. It was found that the concentra- 
tion of each drug in the urine is independent of the 
other whereas the total antimicrobic effect is addi- 
tive. Serum concentration of the individual sul- 
fonamide is maintained below 5 mg. per cent which 
has been demonstrated to be the critical level above 
which sensitization and other toxic manifestations 
develop. A number of combinations are available 
to the practicing physician, most of them containing 
equal quantities of sulfadiazine, sulfamerazine, and 
sulfamethazine. Sulfacetamide (Sulamyd) and sul- 
fathiazole have been used instead of sulfamethazine 
in some preparations, but there is a trend to discon- 
tinue the use of sulfathiazole entirely because of its 
high toxic potential. Sulfadimetine (Elkosin), which 
is highly soluble, lowly acetylated, and rapidly ex- 
creted, has replaced sulfamethazine in some products. 
Mixtures are available for oral administration only. 
A recent article’ in the Medical Clinics of North 
America lists 29 triple sulfonamide mixtures which 
have been released by 21 pharmaceutical companies. 

Another type of compound which has been widely 
used, especially in the treatment of urinary tract infec- 
tions, is the highly soluble (in urine) single sulfona- 
mide.*’ The first of this group, sulfisoxazole (Gan- 
strisin), was introduced in 1946 although synthesized 
four years earlier. At pHg its solubility is approxi- 
mately 320 mg. per cent as compared to 25 mg. per 
cent for sulfadiazine. Crystals are occasionally seen 
in the urine but hematuria is very infrequent. Other 
soluble sulfonamides presently available include sul- 
fadimetine (Elkosin), sulfamethylthiadiazole (Thio- 
sulfil), sulfaethylthiadiazole (Sulfaethidole) and sul- 
facetamide (Sulamyd). Ganstrisin is the only one of 
this group which can be given by injection. Reports in 
the literature regarding the relative merits of the 
single soluble sulfonamides as compared to mixtures 
have been conflicting, but on the whole they seem to 
be equally effective where equivalent concentrations 
of the free drug are maintained in the tissues. Toxic 
disturbances are infrequent and occur in a very small 
percentage of patients. 


During the past few years extensive use has been 
made of the soluble sulfonamides at one of the large 
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teaching hospitals in Texas.’ It is estimated that 
approximately 500,000 gm. are administered an- 
nually. Despite this enormous quantity of drug there 
have been no cases of toxic renal complications- or 
of hematological disorders such as agranulocytosis 
or aplastic anemia for which sulfonamides have been 
responsible in the past. From available evidence it 
appears quite definite that toxicity to the recently 
developed sulfonamides is less frequent than that 
encountered with the antibiotics. At this same Texas 
institution there were more severe drug reactions 
requiring hospitalization as a result of penicillin 
therapy than were caused by the administration of 
sulfonamide drugs. 

There is a modern trend to prolong the action of 
drugs especially those administered by injection. This 
principle is being applied to oral sulfonamide medi- 
cation utilizing the mechanisms of delayed excretion 
and slow absorption. 

An example of the former is sulfamethoxypyri- 
dazine,*-689.10 4 drug made available recently, which 
has been given the trade designation of Kynex or 
Midicel. Investigation indicates that it is rapidly 
absorbed from the gastrointestinal tract, diffuses 
well into the spinal fluid, and is slowly excreted by 
the kidneys. After a single 2 gm. oral dose the drug 
has been detected in the blood stream for as long 
as seven days. Prolonged therapeutic plasma levels 
are thus possible on a unique dosage schedule which 
permits administration of the drug at twelve to 
twenty-four hour intervals. Experimental studies 
have revealed an antibacterial spectrum comparable 
to that of sulfadiazine. Clinical reports indicate 
effectiveness in a wide variety of bacterial infections. 
Favorable results have been reported in the treatment 
of acute and chronic urinary tract infections, acute 
infections of the upper and lower respiratory tract, 
and middle ear. Meningococcus meningitis has been 
successfully treated in two patients. One patient with 
proteus lung abscesses was cured. The chief toxic 
manifestation has been a mild dermatitis with or with- 
out fever which has subsided promptly after the drug 
was discontinued. Headache and general malaise 
may occur but in no instance has crystalluria, leu- 
kopenia, or any other serious complication been ob- 
served. Further use of this drug to determine its 
true value for short or long-term prophylaxis and 
for treatment of sulfonamide susceptible infections 
would appear to be indicated. 

A so-called “sustained release’ preparation is 
available under the trade name of Sul-Spansion.®11.12 
The basic sulfonamide is sulfaethylthiadiazole™ 
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which was originally isolated by a group of German 
scientists in 1940. This drug is said to be absorbed 
continuously over an eight to ten hour interval pro- 
ducing thereby a prolonged even concentration in the 
blood. It is administered orally, diffuses readily 
from the gastrointestinal tract and is very soluble 
in urine over a wide range of pH. Between 90 and 
95 per cent of the total blood and urine sulfonamide 
exists in the free form. Adequate plasma levels are 
maintained by a dose administered every twelve 
hours. Growth inhibition of both gram negative and 
gram positive pathogens has been noted and clinical 
results in respiratory and urinary tract infections, 
especially in children, have been uniformly good. 
Dougan™ has recently reported his experience in 
treating 45 private pediatric patients ill with acute 
and chronic infections due to a variety of bacterial 
organisms. All but two of his patients responded 
favorably. He observed no toxic reactions. 

The incidence of side-effects is said to be lower 
than with other sulfonamides. Serious hematological 
disturbances such as granulocytopenia and hemolytic 
anemia have not been reported. 

It was found by certain workers in 1939 that a 
suspension of sulfonamides in olive oil resulted in 
enhancement of therapeutic effect and high blood 
levels when given orally to mice. Extension of these 
studies to humans in 1955 demonstrated satisfactory 
blood levels of free sulfonamide following a twice- 
daily dosage of an oral preparation in a lipid emul- 
sion. These investigations formed the basis for the 
recently introduced lipid emulsion® of sulfadiazine, 
triple sulfonamides, and sulfisoxazole. When admin- 
istered on a twelve hour schedule effective levels are 
produced within the first two hours and continue 
for an eight hour period. Reasonable palatability 
and low toxic potential are the favorable features 
of these compounds. 

Any discussion of sulfonamide drugs would be 
incomplete without a word about the topically acting 
preparations."+!5 Sulfasuxidine, Sulfathalidine, and 
Thalamyd are effective in treating bacterial infec- 
tions of the intestine including bacillary dysentery. 
They are also valuable in preoperative preparation 
of the bowel. Sulfamylon, which is not inhibited by 
pus, has been effective in a 5 per cent solution when 
applied to the mucous membrane in upper respiratory 
infections and certain pyodermas. 

The sulfonamides act primarily as bacteriostatic 
agents.'6 Antibiotics, penicillin in particular, are 
bactericidal to susceptible organisms in the test tube 
and may be to some extent in the animal body. Re- 
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covery from infection in the human host is probably 
never due solely to the bactericidal action of drugs. 
There is ample evidence, both clinical and experi- 
mental, that the destruction of a significant propor- 
tion of invading bacteria depends upon combined 
action of the antimicrobic agent and the natural de- 
fenses of the host. Rarely, if ever, is a bactericidal 
effect necessary for control of the majority of bac- 
terial infections which are treated in the home and 
office. Such activity on the part of the antibacterial 
agent is not often required even in the hospitalized 
patient. Suppression of bacterial multiplication by 
adequate amounts of a sulfonamide drug will in- 
fluence favorably the course of most susceptible 
infections. 

The great majority of the less severe acute infec- 
tions which are seen in practice today involve either 
the respiratory passages, the gastrointestinal, or the 
urinary tracts.’ The estimate has been made that 
from 70 to 90 per cent of uncomplicated urinary 
tract infections are responsive to these drugs. It 
seems logical to prescribe less powerful drugs such 
as the sulfonamides when treating mild infections 
because these agents are effective and by their usage 
we delay the development of antibiotic resistant 
strains. In so doing we reserve our most potent 
weapon, the antibiotic, for more serious infectious 
processes. 


The several diseases*" for which the sulfonamide 
compounds continue to be first choice are meningo- 
coccal infections (treatment and prophylaxis), un- 
complicated urinary tract infections particularly those 
caused by organisms of the coliform group, bacillary 
dysentery, cholera, trachoma, chancroid, and derma- 
titis herpetiformis. Respiratory pathogens such as 
pneumococci, streptococci, influenza bacilli, and 
Klebsiella pneumoniae are sensitive in many in- 
stances. Occasionally the sulfonamides will success- 
fully eradicate infections which are or have become 
antibiotic resistant especially those due to staphy- 
lococci and certain gram negative bacilli such as 
proteus, pseudomonas, and salmonella. They can be 
used prophylactically in patients requiring indwell- 
ing catheters and in preparation of the bowel for 
surgery. 

Sulfonamides effectively control hemolytic strepto- 
coccal infections and their immediate suppurative 
complications, but are not as satisfactory as penicil- 
lin in preventing the later development of rheumatic 
fever and glomerulonephritis. Long term prophy- 
lactic sulfonamide therapy has been successful in 
preventing recurrences of rheumatic fever. 


q 
t 
y 
t 
n 

f 

n 
i- 
or 
ly 

eS 
vy 
ig 
1g 
Is 
ch 
to 
es 

ite 
1S. 
nt 
ite 
ct, 
en 
ith 

xic 
th- 
ug 
ise 
eu- 
ob- 
its 
ind 
ons 
is 
11,12 

67 


Combinations*"> of an antibiotic and a sulfona- 
mide are not recommended as routine practice but 
may be advantageous in the management of certain 
acute purulent meningitides, actinomycosis, and 
mixed infections involving the respiratory tract or 
complicating burns and traumatized tissues. How- 
ever, it should be emphasized that there are few 
infections in which the administration of more than 
one agent is justified, and certainly not in the simple 
benign infectious processes with which we are fre- 
quently confronted. 

Although antibiotics have supplanted sulfonamides 
in the treatment of many infections these drugs re- 
main valuable therapeutic tools. Their usage is eco- 
nomical because they can be manufactured in quan- 
tity at low cost. More than 5,000 sulfonamide com- 
pounds!® have been synthesized but only a very few 
are really necessary in clinical practice. The most 
favorable results are obtained by the proper adjust- 
ment of dosage in each case. A free sulfonamide 
concentration of 10 to 15 mg. per cent in severe 
infections and 5 to 10 mg. per cent in moderately 
severe infections has been found to be adequate.* 

Systemically-acting sulfonamides are promptly ab- 
sorbed by the intestine and diffuse freely into body 
fluids. Since they exit via the urinary tract, good 
renal function is essential to prevent dangerously 
high blood and tissue levels. When prescribed sen- 
sibly sulfonamides carry no greater risk than any 
other effective antimicrobic drug. 


SUMMARY 


A quarter century after their introduction the 
sulfonamides remain effective, inexpensive anti- 
microbic agents. In this paper the compounds pres- 
ently available are discussed and their clinical indi- 
cations reviewed. It is emphasized that constant 
maintenance of adequate blood levels of free sulfon- 
amide is necessary for successful therapy and to 
prevent the development of bacterial resistance. 
Serious reactions have been almost completely elim- 
inated by the development of less toxic compounds. 
Concurrent administration of sulfonamides and anti- 
biotics should not be routine but reserved for certain 
specific situations. 


ADDENDUM 


Since this paper was written a new long acting 
sulfonamide has been released. This drug, sulfa- 
dimethoxine, has been given the trade name “Madri- 
bon”. Preliminary studies" indicate prompt absorp- 
tion, slow excretion, and low toxic potential. After 


68 


an initial loading dose administration of the com- 
pound once every twenty-four hours is considered 
to be adequate for control of infections caused by 
sensitive bacteria. Successful treatment of respira- 
tory, urinary tract and gastrointestinal infections of 
varied bacterial etiology in adults and children has’ 
been reported.1%!9 
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Giving medicine to a stubborn child is like any 
other “do-it-yourself” home project. A Norfolk 
pediatrician, Dr. Forrest P. White, listed in the 
December Today’s Health, an American Medical 
Association publication, some rules and techniques 
for giving medicine to children. 

His general rules are: 


—Plan the procedure first. Have all equipment 
within reach. If two adults are involved, decide 
what each will do. 

—Put the medicine bottle where the child can’t 
knock it over, especially if it is expensive. 


Assume from the first that you are going to 
succeed. This conviction alone may persuade the 
child that he may as well cooperate. 


—Don’t let your child’s excitement infect you. 
Keep calm. If you feel anger, don’t show it. Just 
keep talking to the child calmly and soothingly, even 
when he’s yelling his head off. 

—When a liquid medicine is given and the child 
vomits afterward, wait till he calms down and then 
repeat it. Usually it will stay down the second 
time. 

Dr. White said that when two parents work 
together—or gang up from the child’s point of view— 
the father holds the child on his lap and holds the 
child’s wrists, while the mother steadies the child’s 
head and forces his mouth open. 

When only one parent gives the medicine, he holds 
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Giving Medicine to Children 


Sulfadimethoxine, 
mide*. 


A New Long-Acting Sulfona- 


*Papers read at the Sixth Annual Antibiotic Symposium, 


Washington, D. C., October 15, 1958. 


1008 West Grace Street 
Richmond, Virginia 


the child on his lap with the child’s legs between his 
knees. The child’s left arm is kept behind the 
parent’s back and the parent uses his right hand 
to hold the child’s right elbow so the arm is above 
the head. The child’s head is held against the 
parent’s body and child’s upraised right arm. 

When forcing medicine, it is often best to give 
only half a teaspoonful at a time. For the unusually 
rambunctious youngster, he suggested pouring half 
a teaspoonful into each of two spoons, putting them 
on the table, returning the bottle to the shelf and 
then getting the child. 

The spoon should be placed on the tongue and 
held there, tipping it to pour a small amount at a 
time onto the back of the tongue. As long as the 
spoon is held in place, the child can’t spit the 
medicine out and has no choice but to swallow. 

Almost any child resisting medicine will open 
his mouth to cry, allowing the spoon to be inserted. 
If instead he clamps his mouth shut and the mother 
needs both hands free, she should wrap the child 
snugly in a sheet or blanket with his arms against 
his sides. Then the mother can force the child’s 
mouth open with one hand and insert the spoon 
with the other. 


Nose or eye drops can also be administered with 
the child wrapped in a blanket or sheet. 

The parents, after administering the medicine, 
should give the child all the love and sympathy he 
needs. 
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Treatment of Superficial Fungus Infections 


HERE are no specific remedies or universally 

effective preparations for the treatment of super- 
ficial fungus infection. Professional judgment and 
dermatological art are the major factors in treatment. 
There are a multiplicity of drugs and combinations 
of drugs, claims and approaches, and a variety of 
procedures and practices. Each therapist has his 
own favorite group of remedies, and the indications 
for these vary with the inclination, training, and 
experience of the therapist. 

It is perhaps unnecessary to emphasize that it is 
important the individual patient be treated, rather 
than the disease itself. From a wide variety of med- 
ications and methods, a program may be established 
most suited for the clinical type of disease, which 
will take care of secondary irritation and infection, 
and which will exercise due regard for staining 
qualities of medications, their tendency to produce 
discomfort, and their indications, and contraindica- 
tions at certain locations. 

It is particularly necessary to individualize ther- 
apy, due to the fact that the results of unfortunate 
self-treatment constitute a major therapeutic problem 
in the management of superficial fungus infections. 
Indeed their management is often not that of a pure 
fungus infection, but of a multiple factor dermatitis. 
Irritation, secondary infection, sensitization and com- 
plications without number, are prominent in many 
patients. It is in this group of cases that it is neces- 
sary to go slow when one is in doubt. 

Fungus infection of the skin and skin appendages 
may imitate many skin disorders, and in turn be 
imitated by them. For this reason, laboratory diag- 
nosis is desirable.! 

For clinical purposes, classification on a topo- 
graphic basis is most useful, because similar erup- 
tions may be produced by different organisms, mak- 
ing a mycologic diagnosis largely impractical. 

Moreover, treatment must be instituted promptly 
for the purpose of relieving symptoms and prevent- 
ing spread, and early diagnosis may not be possible, 
beyond demonstration of the organisms in scrapings. 


Abstracted from addresses given at the annual meeting 
of The American Acadamy of Dermatology, Chicago, 
December 9, 1957, and at the Conference on Dermatology 
and Otolaryngology, The University of Virginia School 
of Medicine, Charlottesville, Virginia, January 17, 1958. 
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WILLIAM H. KAUFMAN, MLD. 
Roanoke, Virginia 


It is not the purpose of this presentation to dis- 
cuss terminology, or the laboratory procedures used 
in the identification of organisms in scrapings and 
cultures. 


TINEA CAPITIS 


Cultural confirmation of the diagnosis of tinea 
capitis is desirable because the treatment approach 
is often determined by the causative organism. 

A preliminary classification is often possible based 
on the presence or absence of inflammatory reaction. 
Microsporum canis eruptions are usually character- 
ized by inflammation, and often respond to local 
treatment, whereas a non-inflammatory process is 
frequently a sign of the resistant type of Micro- 
sporum audouini infection which eventually may 
require roentgen epilation. Both will fluoresce under 
the Wood’s filtered ultraviolet light. 

Occasionally, scalp infections are due to Tricho- 
phyton tonsurans. These infections do not fluoresce, 
are resistant to treatment, and are not limited to 
children. 

There are a number of general measures which are 
important in treatment. The hair should be clipped 
short (one fourth to one half inch.) A daily cleansing 
with soap and water is essential. The child should 
be permitted to go to school if under treatment and 
supervision. This is in keeping with the procedure 
in many leading health departments. The use of 
caps is virtually useless. The caps constitute a 
curiosity, and other children will often take the cap 
off the infected patient’s head and apply it to their 
own. Moreover, the upkeep on the caps, which is 
the parents responsibility, is often not all that it 
should be. From a practical point of view, nothing 
is to be gained by having the patient wear a cap, 
or to remain away from school. 

Microsporum audouini infections are frequently 
resistant to local treatment, and x-ray epilation is 
often necessary. Kligman’s® studies of the natural 
history of the disease disclose reasons for failure 
of local treatment. For routine topical therapy in 
these cases, Salundek® (new) ointment* applied 
twice daily is satisfactory. The ointment should be 
rubbed in well both night and morning. Decupryl® 
liquidt applied twice daily, is useful. Debridement, 
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through the manual removal of the affected hairs by 
the use of eyebrow forceps, and wide adhesive tape, 
is necessary. 

Although an occasional case will respond rapidly, 
many of these eruptions will endure for three to 
eighteen months or more. 

Microsporum canis infections are treated with 
wet dressings of 0.5 per cent aluminum acetate solu- 
tion, 1:4,000 potassium permanganate, or 1:4,000 
silver nitrate compresses, if kerion is pronounced. 
Secondary pyogenic infection is usually present and 
in these cases it is necessary to administer a broad 
spectrum antibiotic orally. 

Penicillin is contraindicated. Manual epilation 
and debridement is mandatory, and an undeniably 
difficult procedure in small children who resent 
the associated discomfort. 

Five per cent ammoniated mercury ointment, 
Salundek ointment, and Verdefam® liquid? are use- 
ful in both types of infection. 

The inflammatory type will often clear up on 
suitable debridement, wet dressing, broad spectrum 
antibiotics orally, and topically in ointment form, 
the fungus infection apparently being taken care 
of by the inflammatory process and defluvium in 
the affected areas. 

The multiplicity of methods advocated in the 
treatment of tinea capitis is mute testimony to the 
uns&tisfactory nature of the management of this 
condition. Dobes* has advocated the use of estrogens 
in males, administering aminotin by injection. A 
fungicidal ointment is used with this method of 
treatment. Estrogen therapy is not suitable for use 
in females because of side effects. Sullivan and 
Bereston* have suggested the use of 5-Chloro- 
salicylanilide topically. Various methods of freezing 
the lesions by means of freon, ethyl chloride, or 
solid carbon dioxide have been advocated. 

Corticosteroids orally, covered by a broad spec- 
trum antibiotic has been suggested for the treatment 
of kerion. 

Everything considered, treatment results have im- 
proved, but treatment still leaves much to be desired. 


TINEA CORPORIS, CRURIS, AND AXILLARIS 


The lesions of tinea corporis occur in a wide 
variety of patterns. The annular, circular lesion 
with scaling vesicular borders, is the type usually 
found. Eczematous lesions, usually annular, without 
central clearing, and plaque-like lesions, the latter 
frequently due to Trichophyton rubrum, may .occur. 
Kerion formation is frequently seen in Trichophyton 
verrucosum infections, contracted from cattle. 
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Conservative treatment in the form of wet dress- 
ings and antibiotics orally, should be used for the 
kerion type of lesion. 

Dry, scaling lesions often respond to a keratolytic 


ointment such as this modified Whitfield’s formula, 
with 5% sulfur added: 


Sulfur ppt. 3.0 Gms. 
Salicylic acid 1.8 Gms. 
Benzoic acid 3.6 Gms. 
Aquaphor 


Cold cream aaqsad 60.0 Gms. 
Sig: Apply twice daily. 


Eczematous lesions often respond very well to the 
same approach. Those which display inflammatory 
reaction, often yield favorably to 1% hydrocortisone 
and 3% Vioform® in a washable ointment base, 
applied four times daily or oftener. 

Carbol fuchsin paint N. F. (Castellani’s paint), 
freshly prepared, is especially useful in the inguinal 
area and axillas, if applied once or twice daily. 

Colorless Castellani’s paint, omitting the basic 
fuchsin, is especially welcomed by the patient since 
it will not betray him in the locker room or swim- 
ming pool. 

Common sites for the localization of these infec- 
tions are the inguinal area and adjacent regions, 
perineum, and perianal region, as well as the axillas. 
The common organisms found are Epidermophyton 
floccosum, Candida albicans, and various species of 
Trichophyton. 

Ointments are poorly tolerated in these regions. 
A possible exception is the previously described 
hydrocortisone-vioform ointment. Fatty acid oint- 
ments composed of undecylenic, proprionic, or capry- 
lic acids and their salts, alone or in combinations, 
are usually non-irritating, but are not as effective as 
older remedies. A shake lotion with 2% resorcin 
added is usually well tolerated, and may be applied 
four times daily or oftener. 

Wet dressings should be employed in acute cases, 
followed by a shake lotion, and later on by more 
aggressive measures, such as Castellani’s paint, and 
the following fungicidal powder: 


Sodium thiosulfate 0.6 gms. 
Salicylic acid 1.2 gms. 
Boric acid 6.0 gms. 
Zinc oxide 

Zinc stearate 

Tale aa qs ad 60.0 gms. 
Sig: Apply twice daily. 
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The powder may be used indefinitely as prophy- 
lactic treatment. 


TINEA PEDIS AND MANUS 


Tinea pedis is perhaps the most common form of 
fungus infection for which treatment is requested. 
The organisms commonly found are Epidermophy- 
ton floccosum, Trichophyton in its various species, 
and occasionally Candida albicans and species of 
Microsporum. The lesions may be (1) dry, scaly 
and hyperkeratotic; (2) intertriginous; or (3) vesi- 
culobullous. 

The scaly, hyperkeratotic form is often caused by 
T. rubrum, a type resistant to treatment. 

Vesiculobullous tinea pedis commonly found on 
the sole, is usually seen in those who are highly 
sensitive to the infecting organism. Vesicular and 
bullous lesions often become secondarily infected 
with pyogenic organisms, with resultant cellulitis, 
lymphangitis and lymphadenitis, and frequently dis- 
play various forms of distant autosensitization 
reactions. 

Intertriginous lesions are characterized by macera- 
tion, fissuring, and scaling between the toes, espe- 
cially between the fourth and fifth. This type of 
eruption is usually worse during warm weather. 

The dry keratotic lesions are often responsive to 
the previously described Whitfield’s ointment for- 
mula, with 5% sulfur added. Castellani’s paint is 
time honored and effective. Fatty acid ointments 
may be used, but are not as successful as some of the 
conventional, older remedies. A saturated solution 
of salicylic acid in 70% alcohol is useful for paint- 
ing dry, scaling, foot eruptions. It may be applied 
once or twice weekly and should not be prescribed 
for patients for their personal use. 

Verdefam, or Triacetin' may be tried in the 
treatment of Trichophyton rubrum infections. 

The acute vesiculobullous lesions, or those of large 
denuded and irritated areas, are best managed by 
bed rest and elevation of the affected part, together 
with compresses of 1:4000 potassium permanganate, 
1:2000 silver nitrate, or 0.5% aluminum acetate. 
Overnight compressing is especially helpful. The 
importance of debridement cannot be overestimated. 
This consists in clipping off the top of the vesicles, 
and removing crusts. Broad-spectrum antibiotics 
orally are imperative in most of these cases in which 
secondary cellulitis and lymphangitis are usually 
encountered. They are also useful prophylactically 
in order to prevent infection of large denuded areas. 
Penicillin is contraindicated. 
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As the acute process subsides, 3% vioform in a 
washable ointment base, or Sterosan® ointment# 
(chlorquinaldol) may be used. The previously de- 
scribed fungicidal powder can be used when activity 
has diminished, and the patient should be instructed 
to continue this on a more or less permanent basis 
in an attempt to prevent recurrences. In those who 
have hyperhidrosis, the oral administration of anti- 
cholinergic drugs may be helpful. 

Fungus infections of the hands are treated very 
much like those of the feet. Dry, scaly lesions, or 
vesicular and bullous lesions with secondary pyo- 
derma, are largely seen here. 

The Whitfield’s type ointment with 5% sulfur 
added, often works well for the former, and com- 
pressing, antibiotics orally, with hydrocortisone- 
vioform cream topically is often the best approach, 
in the latter. 

The dry, scaly type is often due to Trichophyton 
rubrum, and is resistant to treatment. Verdefam or 
Triacetin may be tried. 

Trichophyton verrucosum infections occuring in 
individuals who are exposed to infected cattle, may 
occur on the hands as solitary or multiple, discrete 
lesions. These often yield to x-ray therapy, iodides 
orally, ammoniated mercury ointment, crude coal tar 
ointment, or the Whitfield ointment formula. Com- 
pressing, debridement, and local epilation with for- 
ceps are all necessary. * 


ONYCHOMYCOSIS 


Fungus infections of the nails are frequently re- 
sistant to treatment. The invading organisms are 
usually Trichophyton rubrum or mentagrophytes. 
Occasionally other organisms are found. 

A number of approaches have been suggested for 
this disorder. Satisfactory results are sometimes ob- 
tained from fractional x-ray therapy, combined with 
the application twice daily of the Whitfield’s type 
ointment with added sulfur, and daily debridement 
with emery boards. 

If the patient can be persuaded to follow a treat- 
ment regimen for six to eight months, the results 
are sometimes astonishingly good. 

Failures occur with all methods of treatment. Sur- 
gical removal of the nail alone is seldom justified, 
and is ineffective unless followed up with vigorous 
treatment with a fungicidal ointment. 


TINEA BARBAE 


Fungus infection of the bearded area is uncom- 
mon. It should be suspected when a pustular folli- 
culitis of the bearded area proves resistant to treat- 


Vircinta MepicaL MontTHLY 


| 
j 


ment. These infections are usually due to Trichophy- 
ton organisms, and it is always wise to obtain cul- 
tures. 

Management of these eruptions is similar to that 
of tinea capitis. Fractional x-ray therapy, wet dress- 
ings of silver nitrate, or potassium permanganate, 
manual epilation, debridement, a broad-spectrum 
antibiotic orally and topically, and the application 
of the Whitfield’s ointment, or 5% ammoniated mer- 
cury ointment will usually bring about a favorable 
result. 


TRICHOMYCOSIS AXILLARIS 


In this condition, numerous, pigmented deposits 
caused by Nocardia tenuis, accumulate on the axil- 
lary hair. 

The best method of taking care of this problem 
is to shave the affected area. 


OTOMYCOSIS 


These inflammatory disorders involving the ex- 
ternal ear and ear canal, are not fungus infections. 
Although saprophytic fungi are often cultured from 
the affected area, pathogenic fungi are almost never 
recovered. 

Many of these cases may be classified as neuroder- 
matitis, seborrheic dermatitis, infectious eczematoid 
dermatitis, or contact dermatitis. 

Fungicides are to be avoided. Wet dressings of 
0.5% aluminum acetate solution, with careful dry- 
ing afterwards, broad-spectrum antibiotics orally, 
hydrocortisone-antibiotic ointments, or 3% vioform 
cream, are helpful in this condition. Corticosporin® § 
drops are also useful. Many cases are assisted by 
fractional x-ray therapy. Again, debridement is often 
helpful in these cases. 


MONILIASIS 

Candida is a true facultative pathogen. The reac- 
tions to this organism are often widespread, and 
almost always secondary to some other insult to the 
skin or mucous membrane. Poor nutrition and ex- 
cessive exposure to moisture are frequent background 
factors. 

Infections of the skin in the anogenital area and 
around the nails usually respond to nystatin admin- 
istered orally and nystatin ointment applied topically. 
Whitfield’s ointment with 5% sulfur added is use- 
ful. The application of a 2% aqueous solution of 
gentian violet has its supporters, in spite of its un- 
fortunate staining quality. Addition of hydrocorti- 
sone and of a broad-spectrum antibiotic to the 
nystatin ointment often augments the therapeutic 
effect, when secondary pyoderma, and inflammatory 
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reaction are present, Nystatin in a lotion form may 
be used in intertriginous areas. Two nystatin tablets 
of 500,000 units each may be dissolved and added 
to one ounce of a shake lotion base, such as calamine 
lotion. Only fresh lotion should be used since the 
solution begins to lose its potency in twenty-four 
hours, and usually has to be discarded after one 
week, 

Nystatin, orally, in a dosage of two 500,000 unit 
tablets, three times daily is necessary in widespread 
monilial infections. 

Oral infections may be treated by means of ny- 
statin suspension, held in the mouth, or nystatin 
tablets dissolved in the mouth. 


TINEA VERSICOLOR 


Tinea versicolor is a common disorder due to 
infection with Malassezia furfur. Patients usually 
apply for treatment because of the cosmetic fault 
and not because of the mild local symptoms. It is 
important to make a laboratory diagnosis, demon- 
strating the spores and mycelia in direct potassium 
hydroxide preparations, particularly in those cases 
where the disease may be confused with vitiligo. 

This disorder usually yields to mild exfoliative 
procedures. The application of vinegar, followed by 
5% sodium thiosulfate aqueous solution, applied 
twice daily, is a time honored remedy. Many patients 
consider this approach cumbersome, however. Other 
exfoliating preparations, such as colorless Castellani’s 
paint applied to small areas, or one-half strength 
Whitfield’s ointment, or Fostex® cream, or Sel- 
sun® as a detergent once or twice daily may be used. 
The Whitfield’s ointment may be applied at night. 
The patient bathes, and scrubs the skin with a brush 
the next morning, and repeats the process daily. It 
is most important to continue treatment for at least 
two weeks after the eruption has been brought under 
control. Recurrences are frequent, indeed usual, 
and the patient should be instructed to resume the 
treatment at the appearance of a recurrence. 

The treatment of erythrasma is the same as for 
tinea versicolor. 


DERMATOPHYTIDS 
The “id” reactions are secondary eruptions, and 
are spread hematogenously from a primary focus in 
specifically sensitized individuals. Dermatophytids 
often manifest themselves as a vesicular eruption 
on the fingers and hands, but may occur on any part 

of the body, and may be generalized. 
Diagnosis is usually made on clinical grounds, 
although diagnostic criteria include (1) demonstra- 
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tion of fungi in a primary focus; (2) absence of 
fungi in secondary lesions; (3) a positive trichophy- 
ton test; (4) disappearance of the “id” reaction 
when the primary focus is removed. 

Treatment is directed mainly to the primary site. 
Conservatism and caution are necessary if there is 
much inflammation present. Symptomatic treatment 
is indicated for the “id” manifestations. Too aggres- 
sive treatment to the primary site will also cause 
an exacerbation of the “id” reaction. 

The systemic administration of corticosteroids is 
helpful in severe generalized “id” eruptions. 

Hyposensitization treatment with trichophyton is 
tricky, rarely necessary, and subject to complications. 
It is worth a trial in resistant cases. 


PROPHYLAXIS 

Prophylaxis of fungus infections consists largely 
in improving environmental factors, and increasing 
the resistance of the skin. It is seldom possible to 
obtain a patient’s cooperation in following any sort 
of regimen for a necessary length of time. However, 
for the occasional case, and for those who have had 
multiple recurrences, prophylactic measures are worth 
emphasizing. 

Since the feet are perhaps the source of infection 
for other areas, and are more frequently involved 
than any other part of the body, preventive measures 
are more fruitful here than elsewhere. 

The feet should be dried carefully after bathing, 
and the patient should “sandpaper” between the toes 
with a bath towel after bathing, in order to remove 
scales from the toes. Well ventilated shoes, such 
as nylon mesh-top shoes, are worth a trial. In hot 
weather, many patients find sandals necessary. Lamb’s 
wool may be placed between the toes when there is 
maceration and fissuring. Dry socks of cotton or 
wool should be worn. The patient should carefully 
rinse soap from the skin after bathing, since alka- 
linity seems to be an unfavorable influence. Clogs 
should be worn in public places where people cus- 
tomarily go bare-footed. 

The fungicidal powder already described, is a 
serviceable prophylactic application. It may be ap- 
plied twice daily to the feet, axillas, and inguinal 
area, or used as a dusting powder for the body. 

Rubber gloves, worn for short periods, are of 
value in the management of hand infections, in those 
patients exposed to excessive moisture. 

Attention to stasis factors, peripheral vascular 
disease, factors, emotional 
(which increases perspiration), are all important. 
Climatic factors cannot be controlled, but the patient 
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can be educated to meet the demands of excessive 
heat and humidity. 

It is probably futile to attempt to “‘sterilize” shoes. 
It often comforts the patient (since he expects some 
sort of treatment directed toward the shoes) if he 
exposes the shoes to intense sunlight for several 
hours daily for several days. It is believed this will 
accomplish as much “sterilization” as one can hope 
for. 

It is particularly necessary to explain to the patient 
with a recurrent fungus infection, that his problem 
is largely one of environmental factors, particularly 
heat and moisture, in addition to lack of resistance, 
or a peculiar susceptibility of his skin to infection 
with the organism. 

In summary, the treatment of superficial fungus 
infections must be individualized to meet the clinical 
manifestations of the disorder. The necessary pro- 
cedures are control of secondary pyogenic infection 
by broad-spectrum antibiotic therapy, and wet dress- 
ings, debridement, topical therapy according to the 
needs of the local reaction, prevention based upon 
control of environmental factors, the use of a fungi- 
cidal dusting powder, and a ready explanation for the 
patient’s insistant and searching questions. 
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*Salundek ointment (new). A mixture of undecylenic 

acid, zinc undecylenate, mono and di-chlorosalicylanalide, 

and salicylamide. Maltbie Laboratories, Division of Wal- 
lace & Tiernan Inc. 

+Decupryl liquid. A solution of copper undecylenate, 
undecylenic acid with a wetting agent, aerosol, in a sol- 
vent liquid base containing isopropanol and tetrachloro- 
ethylene. Crookes Laboratories, Inc. 

tVerdefam liquid. A solution of salicylic acid, fatty 
acids, and their sodium and copper salts, and sodium dioc- 
tylsulfosuccinate. Texas Pharmacal Co., Inc. 

"Triacetin, (glyceryl triacetate). Available in pow- 
der, ointment, or spray forms, under the trade name, 
Enzactin. Ayerst Laboratories, Inc. 

#Sterosan ointment. The trade name of Geigy Pharma- 
ceuticals, for chlorquinaldol ointment. 

§Corticosporin otic drops. Contains polymyxin B sulfate, 
neomycin, and hydrocortisone. Burroughs Wellcome & 
Co., Inc. 
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Neoplasms of the Thymus 


UMORS OF THE THYMUS GLAND are a 

relatively rare occurrence although several size- 
able series have been reported in recent years. These 
tumors are usually diagnosed or strongly suspected 
prior to mediastinal exploration because of their 
location, appearance on x-ray and usual lack of 
symptomatology. At one time, it was thought that 
nearly all thymic tumors were associated with myas- 
thenia gravis.2* However, it has been shown that 
the thymoma, as contrasted with other types of thymic 
tumors, is primarily associated with this neuromus- 
cular disorder.* Myasthenia gravis is a disease as 
yet incompletely understood. The basic pathophysi- 
ology has not been demonstrated, and only the asso- 
ciation of the thymoma and myasthenia gravis has 
been proven. Actually, about 25 to 35 per cent of 
all thymic tumor patients give a history of myas- 
thenia-like disorders. This means, of course, that 
the thymoma occurs more frequently than other 
thymic neoplasms.'* Other mediastinal tumors or 
cysts, which by themselves are rare, are nonetheless 
far more frequent than thymic lesions. Neurogenic 
tumors, lipomas, teratomas and bronchogenic cysts 
occur more frequently in this general grcup than do 
thymic neoplasms. 

The term “thymoma” is by itself confusing because 
of its ambiguity. For a period prior to 1940, most 
anterior superior mediastinal tumors were called thy- 
momas. Actually, this tumor is well-defined as a 
slowly growing thymic neoplasm arising from both 
the epithelial and lymphocytic elements of the thymic 
parenchyma. These growths have a tremendous vari- 
ability in size, age of occurrence and prognosis. The 
cellular nature of these lesions, that is their malig- 
nant or benign potential cannot accurately be pre- 
dicted by the tumor size. In general, however, the 
larger thymic neoplasms are more often malignant. 
Distant metastases are rare except in the anaplastic 
type of thymic lesions, but destruction by local 
invasion of contigucus structures is common. Symp- 
toms depend on the adjacent mediastinal structures 
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involved. The superior vena cava is often compressed 
or invaded with subsequent partial vena caval ob- 
struction and increased venous pressure in the head 
and upper extremities. These patients will have 
obvious venous collaterals over the arms and upper 
chest. The neck is often suffused and large, and the 
patient gives a history of frequent fainting or light- 
headed episodes. Venous pressure in these individ- 
uals may be elevated to levels reaching 300 to 400 
mm. of water. Tracheal or bronchial compression 
may cause dyspnea, wheezing and paroxysmal cough- 
ing episodes. Usually, however, there are relatively 
few symptoms and the diagnosis of thymic tumor 
is apt to be made following a routine survey chest 
film. 


REPORT OF CASES 

The ten year experience with thymic tumors at 
the University of Virginia Hospital is recorded in 
the accompanying chart (Chart I). Seven cases were 
diagnosed and underwent exploratory thoracotomy. 
Five of these, or 71 per cent, were found to be malig- 
nant. No cases studied were associated with my- 
asthenia gravis. The largest thymic tumor in this 
group occurred in a 22-year-old colored male. 

T. D. A 22-year-old colored male had a one- 
month history of shortness of breath, a 30-pound 
weight loss, difficulty sleeping except in a sitting 
position and swelling of the arms, neck and face. 
There had been several episodes of syncope. 

Chest x-rays revealed a large mediastinal mass 
(Fig. 2). Examination revealed a blood pressure 
of 120/90, pulse 102, respiratory rate of 25. The 
patient sat aning forward throughout the examina- 
tion. The-veins over the arms and anterior chest 
were distended and caput medusae channels were 
present over the abdomen. 

Laboratory studies revealed a venous pressure of 
470 mm. water in the upper extremities, circulation 
time of 25 seconds, hematocrit 36, liver function 
studies normal. ECG revealed prolonged QRS com- 
plexes suggesting interventricular conduction defect. 

Bronchoscopy revealed compression of the tra- 
chea without erosion. Axillary and prescalene biop- 
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Life Span Follow- 


Case Diagnosis Operability ing: Treatment 

L. H,, 61 year old male Sarcoma of thymus Unresectable One month None 

I. H., 39 year old male Malignant thymoma Unresectable Five years X-ray therapy 

D. S., 36 year old Thymoma Resected Still living Resection only 
white female (1% years) 

T. H., 25 year old Lymphosarcoma Unresectable X-ray therapy 
white female 

I. T., 68 year old male Malignant thymoma Resected Still living Resection only 

(4 months) 

G. D., 23 year old Thymoma Resected Still living Resection only 
white female (Ten years) 

T. D., 22 year old Malignant thymic tumor Resected Still living Resection and 
colored male of seminomatous type (11 months) cobalt therapy 

D. D., 32 year old Thymoma Resected Still living Resection only 


white male 


(one month) 


Cuart I: 


sies were negative for tumor. Needle biopsy through 
the sternum revealed tumor, probably of thymic 
origin. 

Exploratory thoracotomy was performed at which 
time the sternum was split and a horizontal incision 
in the fourth intercostal space was made to widely 
expose the tumor. Hypothermia was employed. The 
tumor was laminated and had obviously extended 
beyond its capsule by direct invasion. The majority 
of the tumor was removed; however, neoplasm was 
left overlying the superior vena cava. An attempt 
to remove this tumor was made, but the vena cava 


Figure I 


Large thymoma described in case presentation 


THyMic Tumors 


was entered and it was immediately apparent that 
the caval wall had been completely replaced by 
tumor. Before adequate control of bleeding could 
be obtained, 13,500 cc. of blood was required. This, 
we believe, lends emphasis to the point of avoiding 
unnecessary dissection when obvious malignancy is 
present. The bleeding was controlled, and after 
removal of as much tumor as was feasible, the chest 
was closed with wire sutures and bilateral thoracic 
catheters and a substernal catheter were employed 
for adequate drainage. 

The patient received a total of 8,000 roentgens to 
the mediastinum with the cobalt machine. This pa- 
tient, at the time of writing is 14 months postopera- 
tive, works full time, and has regained 20 pounds in 
weight. (Fig. I, II, and ITI) 


DISCUSSION 


Evaluation of a patient with anterior mediastinal 
mass should pursue a general pattern somewhat as 
follows: A chest x-ray with anterior-posterior, ob- 
lique amd lateral projections is necessary. Fluoroscopy 
should be done to determine the presence or absence 
of pulsations or phrenic nerve involvement. A care- 
ful history of weakness, easy fatigability, etc., is 
important to determine the presence of myasthenia 
gravis. If neuromuscular abnormality is suspected, 
prostigmine should be given to confirm the diagnosis. 
Usually control of symptoms of myasthenia can be 
obtained with 20 to 50 mgm. of neostigmin daily 
until the thymic tumor can be removed.*? Esopha- 
gograms with barium or Lipiodol may reveal the 
presence of a posterior projection or compression by 
a large thymic tumor. 


A Horner’s syndrome may be present and should 
be looked for. This may occur when tumors are 


Mepicat MontTHLY 


i 
| 
- 
‘ 
j 
% 
10 


Figure II 


Postoperative x-rays following removal of large thymoma 


Figure III 


Patient one year postoperatively following removal of 
large mediastinal thymoma 
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located high in the anterior mediastinum with in- 
volvement of the inferior cervical or the superior 
thoracic sympathetic ganglia. This syndrome con- 
sists of partial ptosis of the eyelid, exophthalmos 
and small pupil, with warmth and dryness of the 
face on the affected side. A bronchoscopy is always 
indicated to rule out other bronchogenic lesions, the 
presence of tracheal or bronchial compression and 
the possibility of bronchial erosion. Bronchial biopsy 
is performed if a recognizable lesion can be seen. 
Actually bronchial erosion even by a malignant 
thymic neoplasm is extremely rare and erosion by 
such a tumor would certainly contraindicate thoracot- 
omy. A prescalene biopsy is indicated to rule out 
other types of malignancy since thymic neoplasms 
rarely extend this far. Finally, if the tumor is large 
and located directly under the manubrium, a Silver- 
man needle biopsy can be done with great care. This 
is not indicated unless the tumor is extremely large, 
and operability is in question, in which case all 
modalities of diagnosis are employed. Thymic 
growths usually occur anterior to the aortic arch at 
the base of the heart, but may extend downward 
as far as the diaphragm, since embryologically thy- 
mic tissue cccurs in this area. Calcified areas are 
often seen since deposition of calcium occurs in the 
walls following cystic degeneration. 


PATHOLOGY 


The pathology of thymic neoplasms remains con- 
fusing and as yet not clearly defined. The most 
common tumor of this gland is the thymoma which 
is usually a relatively benign process with proliferat- 
ing lymphocytes (thymocytes) and other cells con- 
sidered to be epithelial in origin. However, Liebow 
feels that this other type of cell is related to lym- 
phangio-endothelial tissue. Liebow and Ackerman” 
have done much to describe accurately the cell types 
found in thymomas and more malignant thymic 
tumors. —Thymomas are well encapsulated and sev- 
enty-five per cent of the patients with these growths 
have associated myasthenia gravis. The so-called 
Hassall’s corpuscles are usually not found in these 
tumors, but are always present in normal thymus. 
Since these lesions are well encapsulated, their re- 
moval is usual complete. Malignant degeneration 
or local invasion portends a poor prognosis. 

The malignant thymic neoplasms are rouguly 
three in number but are confusing to pathologist and 
clinician alike because of the mixed types. 


I. The Hodgkins type of thymic growth was 
described by Lowenkaupt." The tumer pos- 
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sesses a distinct capsule and is subdivided 
into lobular partitions by inward extension 
or septae. There are cellular tumors with 
large prominent nucleoli similar to the Reed- 
Sternberg cells of Hodgkin’s Disease. Lym- 
phocytic stroma and fibroblastic prolifera- 
tion are extensive. This tumor spreads by 
direct extension and frequently involves and 
replaces the wall of the vena cava and may 
spread to adjacent lung lymphatics. 

II. A second malignant type resembles the semi- 
noma of the testis. This tumor also spreads 
by local invasion and does tend toward dis- 
seminated metastases. 

III. The third type is the thymic malignancy of 
an anaplastic or undifferentiated variety. 
These tumors are fortunately rare, but occur 
in young adults, usually males, between the 
ages of 10 and 25 years. 

These three variants of thymic tumors rarely have 

any association with myasthenia gravis and their 
clinical course is relatively short and always fatal. 


SURGICAL APPROACH 


The surgical approach to thymic tumors must be 
adapted to the position of the growth. Posterolateral 
thoracotomies are employed for tumors predominately 
localized to one hemithorax. Sternum splitting pro- 


cedures are used for midline growths and a combined 
sternum splitting with right or left intercostal inci- 
sion may be used if extension into one or other pleura 
is required. We have performed sternum splitting 
as well as bilateral intercostal incisions on one 
patient in order to adequately and safely remove the 
thymic tumor. The use of curare is definitely con- 
traindicated where myasthenia gravis is suspected 
or previously diagnosed. Some thymic neoplasms 
may involve the superior vena cava and other con- 
tiguous vital structures such as the pericardium and 
aorta, hypothermia is often a wise anesthetic adjunct 
when the resection of a large tumor is contemplated. 
Blood loss during the procedure may be significant 
and since the malignant lesion often replaces the 
walls of the major vessels, hypothermia may be life 
saving. Attempt at cleanly removing all tissue from 
the wall of the superior vena cava is not usually 
feasible, especially after it is ascertained that one 
is dealing with an invasive type of tumor. Since 
complete extirpation of these malignant tumors is 
not possible after extensive local invasion has oc- 
curred, any heroic attempt at “cure” is a fool-hardy, 
often fatal maneuver. The surgeon should then be 
satisfied with removal of the bulk of the tumor so 
that the residual can be treated with deep x-ray or 
cobalt therapy. Removal of the bulk of a malignant 
thymoma is especially important where superior caval 
cbstruction is present on the basis of compression. 
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Figure 1V 
X-rays showing typical thymoma location 
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Figure V 
Postoperative x-ray following excision of thymoma 


cobalt therapy where malignancy exists. It is not 
always possible to resect these tumors completely, 
because of their close association with mediastinal 
structures and their invasive tendency. 
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Figure VI 
Cross section of thymoma showing gross lobulation 


In all cases of malignancy, the mediastinum and as 
much of the involved adjacent tissue as possible 
should be irradiated in the postoperative period. 
Unfortunately these lesions often resemble sarcoma- 
tous growth and are similarly radioresistant. 


SUMMARY AND CONCLUSION 


Thymic tumors are moderately rare lesions in 
comparison with other mediastinal tumors. Resec- 
tion of these lesions is always indicated, if possible, 
and should be followed by conventional x-ray or 
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Subacute Thyroiditis 


HE COMMONEST TYPE of thyroiditis is the 

subacute type. At times it is quite classical but 
may easily be mistaken in its mild forms for pharyn- 
gitis.® Its clinical and histological picture was first 
clearly described in 1904 by de Quervain, but the 
clinical entity had remained unknown until recently.’ 
This rather benign disease has been called by sev- 
eral names, such as de Quervain’s Thyroiditis, acute 
recurrent, pseudotuberculous, and giant cell thyroidi- 
tis, but is usually designated today as subacute 
thyroiditis. This term distinguishes it from the sup- 
purative form, the nonsuppurative type, which lasts 
only a few days, and from Hashimoto’s and Riedel’s 
struma, the chronic forms, to which it is not related. 
This paper will be a discussion of subacute thyroid- 
itis and a presentation of a case. 

Although the etiology of subacute thyroiditis has 
never been established, Eylan et al have presented 
evidence that the disease may be caused by the 
mumps virus.* The pathological picture of this thy- 
roiditis begins with acute inflammatory destruction 
of the follicles, edema, and polymorphonuclear leu- 
kocyie infiltration.25 Histiocytes then appear, fol- 
lowed by giant cell formation. The whole lesion 
develops a granulomatous appearance. Later fibro- 
blastic proliferation occurs. As recovery ensues, the 
whole picture reverses itself, and the follicles regen- 
erate. However, a variable amount of interstitial 
fibrosis remains. 

The onset of thyroiditis may be insidious, but is 
more often rapid. The chief complaint is pain lo- 
cated over the thyroid gland, and it often extends 
to one or both ears. This is most always associated 
with an enlarged, tender thyroid gland. Fever, gen- 
eral malaise, headache, fatigue, and dysphagia are 
often present. Because of the extravasation of thyro- 
globin into the circulation during the acute phase of 
the disease,**"* the patients frequently have the 
manifestations of hyperthyroidism, e.g., tachycardia, 
weight heat intolerance, and 
tremors. However, in some of the mildest forms not 
all of these symptoms are obvious. Later in the 
course of the disease the gland becomes depleted of 
colloid, and a transient hypothyroid state may appear. 


nervousness, loss, 


The diagnosis can nearly always be made on phys- 
ical examination. Usually both lobes of the thyroid 
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gland are moderately enlarged, firm, and very tender. 
Occasionally only one lobe is involved. The tachy- 
cardia is out of proportion to the fever, and often 
the overall impression is that of hyperthyroidism in 
the earlier phases. 

The white cell count is often elevated, and a high 
sedimentation rate is invariably present. This later 
finding usually parallels the course of the disease. 
The basal metabolism and the serumi protein bound 
iodine levels are usually elevated initially in all but 
the mildest cases.5 The radioactive iodine uptake 
is characteristically Later the protein 
bound iodine falls to normal or hypothyroid levels. 
With recovery the radioactive iodine uptake rises first 
and is followed by the protein bound iodine later.45* 

The course of subacute thyroiditis is benign, and 
the gland returns to normal in a few weeks to several 
months.® Occasionally an exacerbation may occur, 
and only rarely does the complication of myxedema 
or hyperthyroidism occur.*.” 

The treatment of subacute thyroiditis has varied 
in recent years. Some still believe that strict bed 
rest is helpful."* Thiouracil and related drugs have 
been proposed by others, although now most question 
its value.*!83 Thyroid extract is sometimes indicated 
if symptoms of hypothyroidism develop during the 
course of the disease. 

The corticosteroids are strongly advocated by 
many!%9.16-19 because they suppress inflammatory 
processes. The effect is often dramatic, with marked 
subjective and objective improvement in twenty-four 
The corticosteroids should be continued for 
two or three weeks, or longer, when used, for recur- 


hours. 


rences are not uncommon. Although they benefit the 
patients symptomatically they probably do not 
Others feel 
that the disease responds best, with a shortened 
course, to radiation therapy.®*-%-11.21 The usual dosage 


shorten the course of the disease.®2921 


of x-ray recommended is 200 to 400r in divided 
doses. Some feel that a combination of the corticos- 
teroids plus radiation gives the best results.” 

The following is an illustrative case which re- 
sponded to a combination of the corticosteroids plus 
radiation. 
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CASE REPORT 


A thirty-four year old white female was first seen 
in August, 1957, complaining of soreness and ach- 
ing of four days duration in the thyroid region of 
the neck which extended to both jaws. Prior to this 
she had run a low grade fever and had been pre- 
viously treated for acute pharyngitis. She admitted 
being nervous and fatigued. 

Examination revealed her to have an anxious 
appearance. Her blood pressure was 120/70 and 
pulse 90. The thyroid gland was very tender and 
moderately enlarged. The rest of the physical exam- 
ination was normal. 

A diagnosis of acute thyroiditis was made, and the 
patient was put on sedation, codeine, and Meticorten. 
Three days later she was improved and the Meti- 
corten dosage was reduced. A week later, however, 
her symptoms had returned. She was resumed on 
larger doses of Meticorten which were again to be 
gradually reduced. Once more she improved tem- 
porarily. 

Two weeks later the patient returned complaining 
of increasing nervousness, heat intolerance, and 
weight loss in spite of no change in appetite. Her 
thyroid gland had become further enlarged and was 
again very tender. At this time her blood pressure 
was 150/68 and pulse 110. The skin was more moist 
and clammy. There were some fine tremors of her 
hands. She was then admitted to the hospital for 
further studies and treatment. 

Her laboratory studies on admission revealed a 
13,000 white cell count with a normal differential, 
a high sedimentation rate, and a blood cholesterol 
of 148. Her protein bound iodine was 10.8 mcg. 
A radioactive iodine uptake was done two days after 
admission which was practically nihil in twenty- 
four hours. The chest x-ray and electrocardiogram 
were normal. 

A diagnosis of subacute thyroiditis with hyperthy- 
rodism was made. The patient was again given 40 
mg. daily of Meticorten plus 150r of radiation ther- 
apy in divided doses. She improved rapidly and 
dramatically on this combined regime. The dose of 
Meticorten was then gradually reduced to 20 mg. 
daily. 

However, approximately one week later she began 
to feel “slowed down” and tired. Her pulse fell to 
80 and her blood pressure was 125/70. Her skin 
became less moist and her appetite decreased. The 
blood cholesterol rose to 218. Four days later her 
protein bound iodine was 4.5 mcg. and cholesterol 
was 268. Because it was felt she might be progress- 
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ing towards a hypothyroid state, she was started 
on a small daily dose of thyroid. After two weeks 
of hospitalization she was discharged, feeling much 
improved, to continue on the Meticorten and thyroid. 

About ten days later, when seen on follow-up 
examination, she had increased her thyroid to 65 
mg. daily and had noticed some slight increase in 
nervousness. Her blood pressure was 130/70 and 
her pulse 100. Her thyroid gland was reduced in 
size and was not tender. The dose of thyroid extract 
was reduced. There was also a further reduction in 
the Meticorten dosage. 

Two weeks later she reported she felt still further 
improved. Her blood pressure was 120/70 and her 
pulse was 70. The thyroid gland was almost back 
to normal size. Over the next three weeks her thyroid 
and Meticorten were gradually eliminated. When 


last seen four months later she was completely 
normal. 


SUMMARY 


Subacute thyroiditis is not a rare disease and is 
the commonest form of thyroiditis. There is evidence 
to suggest that it is caused by the mumps virus. 
Pathological examination of the thyroid usually re- 
veals a rather characteristic inflammatory appear- 
ance. The clinical picture is usually that of a tender 
enlargement of the thyroid gland plus the signs of 
hyperthyroidism in the early stages. Initially the 
protein bound iodine is elevated and the radioactive 
iodine uptake is depressed. 

The use of the corticosteroids gives both dramatic 
symptomatic and objective improvement in this dis- 
ease. X-ray therapy probably shortens its course. 
A combination of these two forms of therapy has 
been recommended. Subacute thyroiditis can run a 
severe or mild course, but it is a benign disease. 
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All Work and No Play 


‘Too much work and not enough play” is an occu- 
pational dilemma the U.S. physician should resolve if 
he wants to keep up his own health standards. 

Evidence presented in the current issue of ‘“Pat- 
terns of Disease’’ reveals that the average physician 
is-so busy taking care of others that he doesn’t 
have time to take care of himself. 

Prepared by Parke, Davis & Company for the 
medical profession, “Patterns of Disease’ reports 
a special survey on physicians’ health practices and 
standards. The survey, both the largest and most 
recent of its kind, was conducted among more than 
9,000 practicing physicians under 65 years of age 
engaged in private practice in this country. 

The U.S. physician undertakes a far heavier work 
load than the average person, “Patterns” reports. 
Half the physicians in this study reported a work 
week of 50 hours or longer—at least 20 per cent 
more than the accepted norm of 40 hours. In fact, 
13 per cent work 60 to 64 hours and 6 per cent 80 
hours or more! 


The result is he has very little leisure time. Close 
to 60 per cent of the physicians in the study stated 
they spend less than 10 hours a week on recreation. 
Even the physician with a hobby has virtually no 
opportunity to pursue it. Of the 37 per cent who 
mentioned hobbies, for instance, half stated that they 
spent only four hours a week or even less on their 
particular hobby. 


Vacations, too, tend to be inadequate. One out of 
20 physicians reported they took no time off for 
vacations during the year, and more than one in 
10 took only a week or less. 


Despite his crowded working schedule, the phy- 
sician loses less time from work due to illness than 
the average man. Two-thirds of the doctors reported 
no time lost from work last year. The remaining 
third reported an average time of 3.8 days lost due 
to illness as against 7.4 days of work-loss by the 
average American man. 
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Post-Cholecystectomy Symptoms 


HE PERSISTENCE or recurrence of symptoms 

after cholecystectomy will usually cause the 
patient great distress and the surgeon equally great 
chagrin. In a discussion of this matter, however, 
one should at the outset pointedly differentiate two 
groups of patients. Patients in the first group have 
symptoms never referable to the biliary tract in the 
first place. Patients in the second group have symp- 
toms because the operation did not deal adequately 
or properly with the original biliary tract disease or 
dyscrasia or because the operation introduced some 
new factor or factors responsible for biliary tract 
symptomatology. Obviously the problems in the two 
groups are vastly different. 

The first group of patients theoretically should not 
exist. But it does exist and we must try to diminish 
its size. That entails taking all possible steps to 
establish a positive preoperative diagnosis on the 
one hand and on the other hand to rule out other 
conditions that may simulate biliary tract symptoms. 
A corollary consideration, of course, is the effort to 
find and the ability to recognize at the time of 
operation not only abnormalities of the biliary tract 
but abnormalities of other organs or systems that 
may be the source of symptoms simulating those of 
biliary tract origin. In short, the first group of pa- 
tients consists of those in whom an incorrect diag- 
nosis has been made and improper treatment admin- 
istered if an operation on the biliary tract has been 
performed. 


The solution of this aspect of the problem lies 
for the most part in the field of diagnosis. In these 
days of super-science the physician and the surgeon 
may rely all too often on what might be called 
“push-button diagnosis”. He fails to learn from 
the patient the character and the circumstances of 
the symptoms, what modifies them, what relieves or 
aggravates them. He fails to painstakingly examine 
the patient. Instead, he conducts the patient through 
a maze of laboratory and x-ray procedures and fi- 
nally commits the crowning error of failing to use 
intelligence and discrimination in interpreting and 
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correlating the various facts and factors involved in 
the case. It is of course equally dangerous to rely 
too much on what some like to call “clinical judg- 
ment’. All tco often it is less judgment than guess 
or hunch. True clinical judgment represents intel- 
ligent estimation based on digested experience. There 
should be no conflict in importance between the clin- 
ical, the laboratory, and the x-ray features of a case. 
Each one should complement and supplement and 
facilitate the other. If that were more often the 
case the result would be fewer missed diagnoses and 
fewer gallbladders removed when the actual trouble 
might be peptic ulcer, urinary tract stone, pyloro- 
spasm or other functional or organic troubles. 

It goes without saying that not all patients with 
biliary tract disease will have typical histories and 
physical, laboratory and x-ray findings and it is of 
course obvious that sometimes the diagnosis of biliary 
tract disease must be made and operation performed 
without all the findings being typical and without 
all other possible systems sources of symptoms hav- 
ing been specifically ruled out. Just how far to go 
in diagnostic procedures must be left to clinical 
judgment exercised carefully, honestly, and with 
the best interest and safety of the patient the primary 
considerations. 

The second group of patients is composed of those 
who had and still have symptoms referable to the 
biliary tract although they have had the gallbladder 
removed. For some reason dysfunction or organic 
trouble remains and causes the patient trouble. The 
source of the symptoms may be the liver, the ducts, 
the common bile duct sphincter, or related disease 
of the pancreas. For the purposes of this discussion 
they may be tabulated as follows: 


1. Liver 
a. Cholangitis 
b. Hepatitis 
2. Extrahepatic Bile Ducts 
a. Cystic Duct Remnant 
b. Stone in Common Duct 
c. Stricture of Common Duct 
3. Sphincter-of Common Bile Duct 
a. Stenosis 
b.-Spasm (Biliary Dyskinegia) 
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4. Related Disease 
a. Pancreatitis 


As for the liver, cholangitis and hepatitis repre- 
sent a small and usually a relatively unimportant 
part of the problem. Diagnosis is not too difficult 
and treatment by general measures and antibiotics 
will bring about resolution in most instances fairly 
promptly. Surgery is rarely indicated. 

Trouble in the extrahepatic bile ducts, however, 
accounts for the majority of post-cholecystectomy 
symptoms. While up to a relatively few years ago 
few considered it important to remove the cystic duct 
with the gallbladder, now more and more surgeons 
are learning that a cystic duct or part of it remaining 
after cholecystectomy will not always but undoubted- 
ly will in some instances cause symptoms. The 
symptoms are essentially the same as those from a 
diseased gallbladder and they may occur as a per- 
sistence after operation of the preoperative symptoms 
or they may represent a recurrence of those symptoms 
weeks, months, or even years after operation. 

In a little less than a 20 year period, 31 patients 
have been operated upon by the essayist for post- 
cholecystectomy symptoms apparently due to cystic 
duct remnant. Seven were reported in 19481, an 
additiona! 13 in 1954? and 11 have been encountered 
since then. A similar group of 35 patients was 
reported by Glenn and Johnson in 1955.3 

Curiously enough no cystic duct remnants with or 
without symptoms have been encountered in patients 
whose gallbladders were removed by the essayist 
although it is certain that in early years cystic duct 
remnants were left from time to time. On his private 
service in the same 20 year period referred to above, 
1937-1956 inclusive, 607 cholecystectomies were 
performed. In the ten preceding years 114 cholecyst- 
ectomies were performed. As far as is known no 
instance of symptoms from a cystic duct remnant 
has come to light in the total 721 patients. 

Localization of the post-cholecystectomy symptoms 
to the extrahepatic biliary duct system may or may 
not be easy. First it will be wise to rule out, as far 
as possible, other organ and system sources of the 
symptoms. The diagnosis of cystic duct remnant as 
the cause of post-cholecystectomy symptoms fre- 
quently cannot be made with certainty though some- 
times the remnant may be visualized in x-rays made 
after the administration of cholografin. The per- 
sistence of or the recurrence of typical biliary tract 
symptoms after cholecystectomy, however, should 
lead one to suspect the probability of either a cystic 
duct remnant or a stone in the common duct or a 
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stricture of the common duct as the three most likely 
possibilities and should cause one to explore the 
abdomen. The possibility of duct anomalies should 
always be kept in mind at the time of exploration. 

What part is played by the common bile duct 
sphincter in post-cholecystectomy symptoms is hard 
to determine. Of course it is common knowledge that 
damming of bile by duct obstruction due to a stone 
causes pain and other symptoms. Duct obstruction 
due to sphincter stenosis or spasm, while not as great, 
may be sufficient to cause pain and other symptoms. 
Womack and Crider* on the basis of finding neu- 
romas along the common duct in some cases after 
cholecys:ectomy, suggested that there might be a neu- 
rogenic factor responsible for interference with nor- 
mal sphincter relaxation and empyting of the duct, 
hence responsible for post-cholecystectomy biliary 
dyskinesia, the abnormal kinetics or mechanics of 
emptying the biliary tract. It is on this basis that 
sphincterotomy, division of the sphincter of Oddi, 
has been advised. Good results have been reported 
by some.5 

The association between biliary and pancreatic 
disease is not uncommon. Undoubtedly some post- 
cholecystectomy symptoms due originally, in part at 
least, to biliary tract disease must be attributed to the 
related and persistent pancreatitis. To explore that 
aspect of the subject fully would entail a full dis- 
cussion of pancreatitis and that is out of the question 
at this time. But it is important to realize that a 
full consideration of pancreatitis may be a necessity 
in solving the problem of a definite number of pa- 
tients with persistent or recurrent symptoms after 
cholecystectomy. 

In treating the patient with post-cholecystectomy 
symptoms one’s first aim should be, as already men- 
tioned, to make sure that the symptoms may not 
have come from some other source than the biliary 
tract in the first place. Appropriate diagnostic pro- 
cedures, clinical, x-ray, and laboratory, should be 
resorted to; antispasmotic drugs, antibiotics and care- 
ful observation over a period of time may be helpful 
diagnostic as well as therapeutic measures. 


Failing in these measures to secure the patient’s 
relief, operation must be resorted to. The operation 
is best performed under the perfect relaxation af- 
forded by subarachnoid block anesthesia. Vertical 
or transverse incisions at the right costal margin 
provide satisfactory exposure. First, the liver edge 
must be identified and the undersurface of the liver 
followed downward by sharp knife dissection to the 
hilus of the liver and the common bile duct. The 
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presence or absence of a cystic duct remnant or any 
neuroma-like scarring can be readily determined and 
the hepatic and common bile ducts examined and 
explored so that a stone or a stricture may be dis- 
covered. Passage of probe dilators (Bakes) will give 
reasonably good clues in regard to the state of the 
sphincter of the common duct, whether there may 
be organic stenosis or functional spasm. Inspection 
of the adjacent pancreas will determine whether 
pancreatitis or a previously missed tumor of the 
pancreas may be present. Duodenotomy may be 
desirable for visualization of the sphincter and 
papilla, Retrograde probing of the duct may be 
useful and if division of the sphincter should be 
desirable it can be done at this time. 

Cystic duct remnants commonly lie within the 
adventitious outer layers of the common duct itself 
so that careful sharp knife dissection is necessary 
to avoid damage to the common duct but at the same 
time free all the cystic duct remnant for removal. 
Common duct stones are notoriously difficult to iden- 
tify in some instances. Forceful irrigation of the 
duct between the passage of the various sizes of 
dilators offers one of the surest methods of finding 
and removing the stone or stones. Cholangicgrams 
made on the operating table are subject to the same 
errors as those made postoperatively and while help- 
ful in the hands of some probably do not lend 
themselves very well to general use at present. Com- 
mon duct strictures usually necessitate either some 
plastic procedure on the duct, or resection and anas- 
tomosis or re-implantation of the duct. If pancreatitis 
is found the surgeon must deal with it as best he 


A common obstetrical problem is being solved by 
the use of a new combination of harmones. Breast 
enlargement and milk flow in women who do not 
wish to nurse their babies can be inhibited by the 
injection of the hormone combination during or 
immediately after delivery. The preparation, called 
Deladumone (trade name), is composed of a male 
hormone and a female hormone. 

Drs. Benjamin Lo Presto and Erol Y. Caypinar, 
Brooklyn, said in the January 17 Journal of the 
American Medical Association that classic methods 
(fluid limitation, breast binders, ice packs, or seda- 
tion) have rarely-been successful in eliminating the 
discomfort in non-nursing mothers. The individual 
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can and I need not remind you here of the difficult 
and frequently unsatisfactory elements in handling 
pancreatitis. 

In a brief discussion such as this it is impossible 
to cover all aspects of the problem of post-cholecyst- 
ectomy symptoms. Nevertheless, I should like to 
reiterate, its incidence will be minimized to the degree 
that care is exercised in preoperative diagnosis and 
skill is employed in operative technique. Once de- 
developed, however, if its possible causes are kept 
in mind, a reasonably accurate diagnosis of its source 
may be made. If an operation is undertaken for the 
relief of post-cholecystectomy symptoms the utmost 
experience and care and skill on the part of the 
surgeon are necessary if still further or possibly 
even worse trouble are to be avoided. 
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use of the two hormones also has not been too suc- 
cessful. 

They treated 197 women with Deladumone and 
found it to be most effective when given as a single 
injection immediately after the first stage of labor. 
It was “notably free” of unwanted effects. 

Three Binghampton physicians (Drs. Joseph B. 
Watrous, Jr.; Robert E. Ahearn, and Milton A. 
Carvalho) gave single injections to 132 women. 
They found it to be most successful when given 
within one hour after delivery. The only undesir- 
able effect that occurred was a slight to moderate 
reddening and swelling at the site of injection. 


: 
| 
} 
y 
it 
& 
| 
ic 
t- 
it 
at 
4 
mn 
a 
er 
ny 
n- 
ot 
Ty 
be 
re- 
ful 
it’s 
ion 
af- 
cal 
gin 
ige 
ver 
the 
The 
85 


Emotional Influences of Vocal Cord Abuse 


OST-OPERATIVE MANAGEMENT of a case 

of carcinema of the larynx entails not only the 
post-operative period until the patient leaves the 
hospital, but, of necessity, entails observation and 
treatment for associated conditions which occur dur- 
ing a five year period post-operatively. Successful 
management thus not only includes treatment for 
associated diseases, which are organic, but sometimes 
diseases which are functional in nature. 

Of late there have been reports appearing in the 
literature by those authors who are interested in 
stress, who have theorized that there is organ selec- 
tivity in disease. In addition, there have been reports 
of differences of pitch and tone of the voice which 
are called pathognomonic of emotional tensions. 
Those interested in the training and redevelopment 
of normal production of speech by rehabilitation of 
the various associated organs have listed in detail 
the abnormalities which depend on conscious or 
unconscious emotional inadequacies as the cause of 
initiating effect. These theories have been derived 
from a solid basis of fact, which has been established 
by years of standard psychological testing. 

In facing the challenge of adequate post-opera- 
tive management of some of the recalcitrant indi- 
viduals who have cancer of the larynx, the author 
selected two standard psychological projective tests 
to develop his insight into the unconscious attitudes 
of these patients. An adequate understanding will 
thus let the physician more easily guide the patient 
to a more comfortable result. It lets him know 
whether the patient may regard him as a friend or 
enemy, and it saves much time during his post- 
operative management period. 


CASE HISTORY 


Mrs. M. E. C. This white female, age 41, tall, 
asthentic and nervous was first examined on October 
21, 1955, with a history of long standing roughness 
of the voice, with occasional aphonia at times of 
familial disagreements. She worked as a. bookkeeper 
in one of the department stores and felt that she 
was the only source of family income. Her husband 
was retired due to a heart condition several years 
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before. Although she owned some prceperty, man- 
agement of this caused great strain. It was my im- 
pression that she was fearful of financial stress 
affecting the family, if she were forced to quit work. 
Voice tones were tight and rasping, and she exhibited 
mild to moderate anxiety. Examination of the larynx 
showed the glottis to be chronically inflamed. The 
cords were equal in size, position, and movement, 
but the color varied from normal to deep red. There 
was edema present in the lower part of the epiglottis 
and the anterior commissure. There was no visible 
lesion. Her initial instructions requested that she 
stop smoking, engage in voice rest, take steam inhala- 
tions, and treatment for a mild upper respiratory 
infection. 

On October 29th, examination of the larynx 
showed improvement and a lessening of the inflam- 
mation. It was ascertained that she had not followed 
her instructions as to steam, voice rest or medication 
satisfactorily, for she stated this procedure would 
have inconvenienced her. She exhibited disdain par- 
ticularly for voice rest and steam, and refused to stop 
smoking. It was decided that we would handle her 
negatively with regard to her sex, and I appealed 
to her as the head of the family to protect her income. 
This approach was found to be more effective, and 
although she denied the need for immediate opera- 
tion, she did follow her classical routine more fully. 
On the third visit on November 4th, the inflamma- 
tion had entirely left the larynx, but the area of 
edema in the anterior commissure still remained. 
Then she yielded, with regard to the necessity of 
laryngoscopy and biopsy. She admitted that she had 
been developing a growing horror of what was 
apparently coming, and she had not-been acting 
reasonably. On November 10, 1955, laryngoscopy 
was done, and when the edematous area was put on 
a stretch, a small papilloma was found arising from 
the junction of the right cord and the anterior com- 
missure. This was removed and reported as ‘Car- 
cinoma, Grade 3”, and at the unhappy interview at 
which she was told that a larger operation was to 
be done on her, she became mildly hysterical. For- 
tunately, the charge nurse was present, and between 
the two of us, we prevented her from leaving her bed 
to jump out of the window. She exhibited intense 
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anxiety, tremors and a moderate maniacal reaction, 
exposing her multiple fears of family dissolution, 
particularly that of her earnest desire to help her 
son finish college. She noted that her 19 year old 
daughter already had one unhappy marriage and 
divorce behind her, and was facing another similar 
marriage which would probably be as unsatisfactory. 
She told us that her husband was of no help to her 
in his behavior, conduct or cooperation, and she sin- 
cerely believed that if a laryngectomy was done on 
her, she would commit suicide. At the conclusion 
of this unhappy interview, I promised her that if 
at all possible, a portion of her vocal cords would 
be left in place, so she would not have to learn to 
use esophageal speech. 

A laryngo-fissure was done on November 16th. 
The whole of the right cord, the anterior commissure 
and the anterior third of the left cord was removed. 
All tissues remaining were thoroughly cauterized 
with the electro-surgical knife. No spillage of the 
lesion occurred. She had an uneventful course, post- 
operatively, and the tracheotomy tube was removed 
on November 24th. She was discharged on the 26th. 

After she had left the hospital, the pathologist 
reported that the section demonstrated a cord of cells 
at the edge of the section, approximating the posterior 
remainder of the right cord. 

Thus, I was faced with a “‘fielder’s choice”. I 
could treat the tumor and disregard the wishes of 
the patient, or treat the patient, and within reason- 
able limits, control the disease. 

Under these conditions, I chose the latter and 
insisted that she receive x-ray therapy. This was 
started on approximately December 15, 1955, through 
two portals, under the auspices of the American 
Cancer Society, and by January 10, 1956, she had 
received 2500 units. By this time also, she had 
developed a huge node in the right side of her neck, 
which measured 2 x 3 fingers breadth in diameter. 
Continuation of x-ray therapy after the node ap- 
peared, caused a diminution in the size, but not a 
disappearance. Consultation was sought with Dr. 
Robinett of Portsmouth, and he agreed that a right 
radical neck resection was indicated. This was done 
on 1-12-56 by both of us. The patient made an 
uneventful recovery from this operation. The initial 
pathological studies showed the presence of “tuber- 
culous adenitis” in the glands of her neck, and a 
full and extensive review of all surgical tissue was 
made by the pathologist, with the final report that 


. there was no cancer tissue in this side of the neck, 


but the nodules found were those of tuberculosis. She 
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was given careful follow up treatment, and after she 
was discharged from the hospital on February 2nd, 
she was treated as an out-patient, with Districin 
1 gram, intramuscularly, weekly, and INH 100 mg 
three times a day, times 7. She returned to work 
on approximately the first of March 1956, and has 
been seen at regular intervals since that time. 

On October 3, 1956, the larynx showed a greatly 
shortened aperture, but no lesion was present. The 
healed scars in the position of the previous scars 
had developed enough bulk to give her an audible 
voice. 

During the fall of 1956, she joined the American 
Cancer Society sponsored laryngectomee club, and 
took a great interest in its activities. Although she 
was not truly a laryngectomee, her distorted voice, 
her scars and her interest made her a welcome mem- 
ber. Yet, although she performed her duties credit- 
ably, she was very unhappy and moderately de- 
pressed, and exhibited much concern. During the 
spring of 1957, the Norfolk Chapter of the American 
Cancer Society started their initial experiments with 
speech therapy for the laryngectomees. She became 
an enthusiastic member of the group in the begin- 
ning. Yet, the therapist found that she would not 
willingly engage in any exercise or any voice or 
speech controls which he set up for her, in order to 
produce a greater resonance and more effective qual- 
ity to her voice. He found that she became quite 
withdrawn when criticized and was at a loss to know 
how to handle her objectively. During the summer 
of 1957, she was asked to take projective testing, in 
order that we would be better able to understand 
her. Any gain to her was denied, so that the only 
reason for her doing this was because of the rapport 
maintained by the author. 

In this regard, projective testing is so presented 
to the patient that he instills himself and what he 
thinks, into his answers. There are many tests, and 
the two selected here for this study were the Ror- 
schach and the House-Tree-Person test. The clin- 
ical psychologist’s report is as follows: 

The activity level is poor. The productivity is 

retarded. The inner drive is impoverished, due 

to projection. Emotional type is immature and 
reactive. The Ego type is conflictful, but leading 
to introversion. Anxiety is present, both free- 
floating and specific. Depression, severe reactive 

(secondary type). Ego image is impoverished (poor 

attitudes toward self). Is dependent. The reality 

contact is poor and artificialized. There is pro- 
jected hostility. Is dependent on the female au- 
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thority figure, but anxious in regressive state. 
There is hostile protest to the male authority figure, 
but appearing as a reaction formation, in the need 
for identification with her father. 


Translated into English which an average clinician 
can understand, these tests indicate that the patient 
is in continual conflict concerning the authority 
figures. Since much of her inner drive is dissipated 
into other channels, she has little creative produc- 
tivity. Since she is emotionally immature, scenes of 
family disagreement are controlled by withdrawal, 
either actual or passive. The aphonia and dyspnea 
suggest organic reaction to the functional disorder. 
When she feels actual aggression, she becomes pas- 
sive and openly dependent upon the aggressor. When 
she can dominate the situation, she does so, as evi- 
denced in her efforts to continue as the family bread- 
winner. When she assumes the dependent role, her 
projected hostility prevents her from changing her 
intention to resume the aggressive role when it 
becomes possible. Since the anxiety and secondary 
depression arise from deep-seated conflicts, these 
moods are not easily eliminated. Since she has a 
poor attitude towards herself, fleeting ideas of self- 
destruction are not unusual. 

This psychological report and its translation were 
not taken at face value however, in the management 
of Mrs. E. M. C. Using it as a guide, we could 
understand why the male figure in the family failed 


to impress her, and why the male speech therapist 
had been unable to get her to cooperate whole heart- 
edly. We could accept her immature emotional pat- 
tern and understand the passive-aggressive attitude. 
Since the social relationship reality contact was poor, 
we could understand her inability to make lasting 
friendships. We suspected that some of her daugh- 
ter’s marital disturbances had been caused by her 
interventions, and that some of it was due to the 
daughter’s immaturity. 

Following my assimiliation of these results, I 
found that her specific anxiety in relation to her 
health, made her cooperate more fully with voice 
rest, steam inhalations and other medical advice, 
when an episode of hoarseness occurred. 

Periodic re-examinations have been done now for 
2% years, but they are conducted in a restrained 
manner, and little time is needed for reassurance. 
She has found that her appearance and changed 
audible voice have given her a new accepted author- 
ity in her home, job and social relationships. 


SUMMARY 


Post-operative management of vocal abuse be- 
comes more efficient if the unconscious emotional 
attitudes of the patient are taken into consideration. 
A demonstrative case has been discussed. 
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Nose Surgery in Childhood 


Nose surgery before a child is 14 should be kept 
to an absolute minimum, according to two Eastern 
otolaryngologists. 

Surgery to correct nasal deviations should be de- 
layed whenever possible until the nose has reached 
its full growth between the ages of 14 and 17, the 
doctors said in the December Archives of Otolaryn- 
gology, published by the American Medical Associa- 
tion. 

Surgery in the early years may interfere with the 
nose’s growth and result in further deviation. Sur- 
gery should be performed only in situations where 
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the deviation interferes with the passage of air. 

The doctors also reported a new operation for 
repairing the bone that divides the nose into two 
chambers. It is better to make several small vertical 
incisions near any buckled area of cartilage than to 
make one long incision. This is recommended so 
that only a minimum of cartilage will be removed and 
that only a minimum of interference with the nutri- 
tion of the remaining cartilage will occur. 

The authors are Dr. Joseph G. Gilbert, Roslyn 
Heights, N.Y., and Dr. Samuel Segal Jr., Spring- 
field, Mass. 
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Intra-pleural Suction 


HE TREATMENT of “spontaneous pneumo- 
thorax” has been greatly altered in the past 
decade, and there is some confusion and disagreement 
concerning the proper management of this condition. 
It is not the purpose of this paper to present a sta- 
tistical analysis of 74 cases treated by thoracoscopy, 
and intra-pleural suction, with and without poudrage, 
but to define the condition which may be successfully 
treated by this method, describe the technique em- 
ployed, and to comment on some concepts relative to 
the procedure. 

Spontaneous pneumothorax was recognized as a 
clinical entity when Laennec first made the diagnosis 
in a living patient in 1819. As recently as twenty 
years ago, it was generally believed that spontaneous 
pneumothorax was indicative of pulmonary tuber- 
culosis. Tuberculosis, percentage-wise, is a rather 
uncommon cause and, although it may seem fre- 
quent in the tuberculous population, it is no greater 
than in the population as a whole.! 

The etiology varies and includes trauma, diseased 
pleura or adjacent lung, tuberculosis, acute bacterial 
infections, neoplasms, pulmonary emphysema (both 
localized and diffuse), mediastinal emphysema, and 
the so-called “idiopathic” cases, in which no disease 
is demonstrable. The role of rupture of pleural, or 
sub-pleural, blebs or bullae, either congenital or 
acquired, was first described by Hayashi in 1915.1 
This cause accounts for about 80% of the cases of 
spontaneous pneumothorax, and it is this particular 
syndrome with which this discussion is specifically 
concerned. 

The incidence of occurrence shows no predom- 
inance in either sex, and both sides of the chest are 
affected equally. Most cases occur in the third and 
fourth decade. Bilateral pneumothorax is not rare. 
Approximately 50% of the patients have greater 
than 50% collapse, and recurrent collapse varies 
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from 16% to 30% in published reports. Vigorous 
physical exertion does not appear to predispose to, 
nor precipitate the pneumothorax, and so called 
“healthy” subjects are usually affected. Fatalities 
are not uncommon with simultaneous bilateral spon- 
taneous pneumothorax, and severe, untreated, uni- 
lateral tension pneumothorax.” 

Symptoms include sharp pleuritic chest pain 
(usually anterior), dyspnea, and non-productive 
cough. In general, the symptoms are more pro- 
nounced if the collapse is 50% or greater, but the 
extent of the collapse at the time of admission has 
no significant correlation with the duration of symp- 
toms. The diagnosis may be confused with myo- 
cardial ischemia, dissecting aortic aneurysm, or 
spontaneous rupture of the esophagus.* Many rap- 
idly fatal cases are misdiagnosed as heart disease.” 

Complications of this condition include bloody 
pleural effusion, empyema, tension pneumothorax, 
residual atelectasis, and the failure to re-expand (the 
so-called “captive lung”), due to broncho-pleural 
fistula, pleural membrane, or fibrothorax. Recur- 
rent collapse should be considered a major compli- 
cation. In spite of the frequent complications, spon- 
taneous pneumothorax is considered by many to be 
“benign’’. 

In the management of spontaneous pneumothorax, 
several important questions must be considered be- 
fore treatment is instituted. Is it an initial, uncom- 
plicated episode? Is it a recurrent or complicated 
collapse, or both? Is it a chronic collapse with a 
pleural membrane? Is there known or demonstrable 
disease in the involved lung? Does the method 
selected offer the safest means of treatment with the 
least economic loss to the patient in terms of length 
of time hospitalized and time lost from work ? 

Methods of treatment include, singly and in com- 
bination, bed rest and restriction of activity, needle 
aspiration of air, closed thoracotomy, open thor- 
acotomy, closed pneumolysis, pleurodesis, and a 
combination of thoracoscopy, poudrage, and intra- 
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pleural suction. Bronchoscopy is a valuable addi- 
tional therapeutic measure when there is delay in 
re-expansion due to a mucous plug. 

With any method of treatment the primary aim 
is to restore cardio-respiratory physiology as quickly 
and safely as possible, and to return the patient to 
productive activity with a minimum loss of time. 
Rapid obliteration of the pneumothorax will also 
reduce the complications. 

The expectant, or conservative, method of treat- 
ment embracing bed rest and restriction of activity 
usually results in long periods of disability. Kircher 
and Swartzel, by employing a formula utilizing the 
percentage of collapse and the hemi-thorax volume, 
have calculated the rate of re-expansion at 1.25% per 
day. The conservative method of treatment may 
be considered the method of choice, and usually 
employed, if the pneumothorax is less than 20% and 
uncomplicated. However, if the degree of collapse 
is greater than 20%, successful treatment by this 
method, as reflected in published reports, imposes 
22 to 47 days disability.2 This prolonged disability, 
and frequent complications warrant the considera- 
tion of other forms of treatment in most patients. 

Regarding open thoracotomy, it must be said that 
this method of treatment is certainly indicated for 
those cases that do not qualify for treatment by the 
method to be described, namely, those with giant 
or diffuse large bullae, pleural membranes, or well 
established broncho-pleural fistula. The other meth- 
ods of treatment previously mentioned will not be 
discussed. 

Hawkins, in 1948, first reported the successful 
use of thoracoscopy, poudrage, and intra-pleural suc- 
tion in the treatment of spontaneous pneumothorax. 
This was followed by a report of ten cases by 
Kreutzer in 1952.4 Since then, published reports 
reflect a re-expansion time of 24-48 hours, with 
disability ranging from 3 to 5 days. 

In employing the thoracoscopy, poudrage, and 
intra-pleural suction method of treatment, it has 
become the practice to treat all cases with a diagnosis 
of spontaneous pneumothorax as surgical emergen- 
cies. 

After confirming the clinical diagnosis of lung 
collapse by x-ray examination, the patient is taken 
to the operating room, having previously been given 
nembutal and demerol. Using local procaine anes- 
thesia, a trochar and cannula are introduced into 
the pleural space through the 2nd, 3rd, or 4th inter- 
costal space, either in the anterior or mid-axillary 
line. I prefer the 4th interspace in the anterior 
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axillary line, as it permits a wider field of thora- 
coscopy and uniform distribution of the poudrage. 
The trochar is removed and the thoracoscope is 
withdrawn, and sterile talc is insufflated, by means 
of a long-stemmed powder blower, so as to thoroughly 
cover the pleural surfaces. A #16 or #18 F. red- 
rubber catheter is then inserted into the intra-pleural 
space through the cannula, and the cannula with- 
drawn. A Foley catheter is not used, because the 
balloon prevents approximation of the pleural sur- 
faces. Active, under-water seal suction, at a negative 
pressure of 15-20 cm. of water is begun, and allowed 
to remain active for approximately 10 minutes before 
moving the patient from the operating room. 

The patient is then returned to his room by-way 
of x-ray where a chest film is obtained. This usually 
shows re-expansion, or near re-expansion, of the 
lung. Active suction is maintained for 18 to 24 
hours, and then simple under-water seal drainage is 
instituted and maintained for 24 hours longer. If 
the x-ray examination then shows the lung to remain 
re-expanded, the catheter is removed. 

Pre-operatively, the chest films must be carefully 
studied for evidence of tuberculosis or other com- 
plicating pathology. In addition, at the time of 
thoracoscopy, the pleural surfaces must be carefully 
inspected for subpleural tubercles and other pathol- 
ogy. When complicating pathology is noted, pou- 
drage should not be done. Thoracoscopy is a rela- 
tively benign procedure, which not only aids in de- 
termining the underlying pathology, but may permit 
the avoidance of an unnecessary thoracotomy. 

It is not uncommon for a small amount of serous 
fluid to be withdrawn through the catheter. This 
represents a response to the irritating properties of 
the talc. Since it is withdrawn as rapidly as it forms, 
there is no development of an intrapleural fluid col- 
lection, and it is not necessary to do a thoracentesis 
following removal of the catheter. 


There is need to introduce foreign material to 
stimulate an immediate inflammatory reaction and 
promote pleural symphysis. Such substances as 
fresh whole blood, hypertonic glucose solution, kao- 
lin, turpentine, silver nitrate, asbestos, and mag- 
nesium silicate (talc) have been used. Silver nitrate 
and hypertonic glucose solutions are not desirable 
because they usually produce rather severe pain 
and a high febrile response. Asbestos may produce 
a marked granulomatous reaction. Talc, if pure, is 
less irritating and produces adequate pleural 
symphysis, with a low incidence of granuloma forma- 
tion. At the time of discharge, patients receiving 
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talc show sharp costophrenic angles and the pleural 
reaction is usually not visible on chest x-ray film. 
Also, it has been shown by the follow-up studies of 
Knowles, Gorlin and others, that there is no loss 
of pulmonary function after talc poudrage.® 

The intra-pleural suction should not exceed 20 
cm. water. If the negative pressure is excessive, there 
may be alarming cardio-vascular-pulmonary signs 
and symptoms, due to the sudden shift of the dis- 
placed mediastinum to normal position. 

It is advisable to give penicillin, or other anti- 
biotic, during the period of catheter suction and 
drainage to prevent the complications of empyema. 

The rapidity with which the ruptured blebs become 
sealed by removing the entrapped air and re-expand- 
ing the lung is the primary factor responsible for 
the high degree of success of this method of treat- 
ment. 

The failure of this method of treatment is pri- 
marily due to the improper selection of cases, i.e., 
those not due to ruptured blebs, those with pleural 
membranes or well established broncho-pleural 


Immunization schedules for adults were outlined 
in the December 27 Journal of the American Medi- 
cal Association. 

Answering a query from a Michigan physician, 
one of the 900 physician consultants to the Journal 
said the “optimum intervals” for adult immuniza- 
tion, assuming that an adequate initial immuniza- 
tion series has been given, are as follows: 

—Smallpox. Vaccination is needed every three 
years. 

—Diphtheria. Immunization is not recommended 
for adults except in cases where the person shows 
no immunity after exposure to special risks. 

—Tetanus. A booster dose should be given at the 
time of each injury where the danger of tetanus 
exists, with reinjection in the absence of an injury 
at intervals of no longer than five years. 
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Immunization Schedules for Adults 


They should get a booster dose every year. 


fistula, and those that developed empyema. It must 
also be kept in mind that this method of treatment 
is not immune to the danger of producing hemo- 
thorax, broncho-pleural fistula, empyema, or air 
embolus. 
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—Typhoid. Reinforcing injections are necessary 
every three years. 

—Influenza. Injections should be given every year 
to “risk cases,” such as old or chronically ill persons. 

—Poliomyelitis. Not enough time has elapsed 
yet to learn about the duration of protection conferred 
by the Salk vaccine, but a fourth dose, given not 
earlier than one year after the third dose, could be 
administered to individuals exposed to special risks. 

The consultant noted that these are general guiding 
schedules which vary according to circumstances. For 
instance, for persons traveling to areas where small- 
pox is prevalent, revaccination at intervals as short 
as six months may be desirable. The same is true 


for persons living in areas where typhoid is common. 
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A Symposium—Jaundice in the Newborn 


L Bilirubin Metabolism 


WO FORMS of bilirubin were demonstrated by 

van den Bergh. His original reaction on normal 
plasma developed the color in an alcoholic medium 
in which both bilirubin and diazctizing reagent are 
soluble. He later found that bile would give the 
color without alcohol, and plasma from biliary ob- 
struction would also give such a direct reaction. 
Plasma in hemolytic anemia required alcohol for 
color development and this reaction was termed 
indirect. 

The liver obviously altered the indirect—reacting 
bilirubin so that it could be excreted into the bile as 
direct-reacting pigment. It was believed that the 
indirect bilirubin was protein-bound and that the 
liver split off the protein forming “free” bilirubin. 
The indirect reaction was attributed to alcohol break- 
ing the protein linkage. 

In 1953 Cole and Lathe showed by chroma- 
tography that neither direct nor indirect pigment 
contained protein. In 1956 Billing and Lathe in 
England, Schmid at the National Institutes of 
Health, and Talafant in Czechoslovakia found that 
the direct van den Bergh reaction was due to two 
closely related, fast moving water soluble fractions, 
pigment I and pigment II. The indirect reaction 
was due to bilirubin which was slower moving and 
fat soluble. Pigment II is dominant in bile; pig- 
ments I, II and bilirubin are present in the serum 
of regurgitation jaundice, while bilirubin is almost 
the only pigment in hemolytic anemia. 


Editorial Note: This symposium was presented 
to the Medical Staff of the Mary Washington Hos- 
pital by the Department of Pediatrics (Drs. Grimes, 
Liddle and Painter) and the Department of Pathol- 
ogy (Dr. Barnett). It was decided to submit it for 
publication not only because of the intrinsic worth 
of the material in bringing the general physician 
current in a complex and vital field, but also to dem- 
onstrate again the feasibility of the scientific ap- 
proach to medical practice in places distant from the 
towering centers. C.V.C. 


92 


C. P. BARNETT, M.D. 
Fredericksburg, Virginia 


When these pigments are treated with the coupling 
reagent, pigment II forms only azo-pigment B; bili- 
rubin, azo-pigment A; and pigment I, azo-pigments 
A and B. Pigment II is a diglucuronide of bilirubin, 
and pigment I is a monoglucuronide. Since pigment 
I is a monoglucuronide it yields both azo-pigment A 
and azo-pigment B. (Fig. I) 


Ficure | 
glucuronide 
Bilirubin Azo-pigment B 
glucuronide 
(Pigment II) 
glucuronide 
Bilirubin 
Bilirubin Azo-pigment A 


The liver appears to conjugate bilirubin with one 
or two molecules of glucuronic acid to form pigment 
I and pigment II. The change occurs in the hepatic 
cells mediated by an enzyme glucurony] transferase. 

In regurgitation jaundice there is a predominance 
of direct reacting pigment, although indirect-reacting 
pigment is also increased. That pigment I gives rise 
to both azo-pigments A and B would help explain 
this finding. Pigment I is higher in hepatitis and 
pigment II is higher in obstructive jaundice. Even 
in massive hepatic necrosis direct-reacting pigment 
is present, possibly because of extra-hepatic con- 
jugation, the site of which is uncertain. In hemolytic 
anemia the reaction is indirect since the liver is not 
primarily involved. However, the presence of small 
quantities of pigments I and II suggests some degree 
of liver impairment. 

The indirect van den Bergh reaction is due to the 
use of a medium, alcohol, in which both fat soluble 
bilirubin and aqueous coupling reagent are miscible. 

Jaundice in the newborn and premature infant, in 
the absence of iso-immunization, is referred to as 
physiologic jaundice. The bilirubin is all indirect- 
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reacting, usually at low levels and need not be asso- 
ciated with excess bilirubin production. The liver 
of the jaundiced newborn has marked reduction in 
ability to conjugate bilirubin with glucuronate and 
it is postulated that physiologic jaundice is due to 
failure to conjugate and excrete bilirubin with a 
resultant increase in indirect-reacting pigment. The 
fall in bilirubin a week after birth is presumably due 
to the development of an efficient glucurony] trans- 
ferase system. 

Hemolytic disease of the newborn combines exces- 
sive bilirubin production with deficient conjugation 
and excretion. The bilirubin, all indirect, may reach 
very high levels. Although obstructed adults may 
reach comparable total bilirubin levels the indirect 
fraction is relatively low since conjugation continues 
either in the liver or in extra-hepatic sites. 

Congenital non-hemolytic hyperbilirubinemia may 
be due to an hereditary deficiency of glucuronyl trans- 
ferase. 


Kernicterus is directly related to the level of serum 
bilirubin. Cerebral staining usually does not occur 
below 20 mg. per 100 ml. serum. Brain tissue is not 
stained by conjugated bilirubin and it seems prob- 


In three out of every five American families, each 
member of the family is protected by health insur- 
ance, according to the Health Insurance Institute. 
This information was based on a nationwide con- 
sumer survey of health insurance, conducted by Na- 
tional Analysts, Philadelphia, Pa., just published 
by the Institute. 

Of the nation’s 55 million families, which in- 
cludes persons who live alone, about 60%, or 33 
million, have every member of the family with some 
form of health insurance. Another 13% have some 
but not all of their members insured. Thus, in 73% 
of American families, numbering 40 million, at least 
one member of the family has health insurance. In 
the other 27%, no member is insured. 

The Institute survey shows that urban residents 
are more often insured than rural persons. Geo- 
graphica!ly, the Northeastern states lead the North- 
Central and Western states, and the Southern states 
in health insurance coverage. 

Some 75% of urban persons have health insurance 
in contrast to 58% for those in rural areas. In 
67% of urban families, all members have health 
insurance, and an additional 12% of families include 
at least one member with such protection, making a 
total of 79% of urban families with at least one 
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able that it is the unconjugated fat soluble nature 
of the pigment that is largely responsible for kernic- 
terus. Another factor is the greater permeability of 
the blood—brain barrier in infancy. Icteric spinal 
fluid is common in infants but in the adults only 
occurs at rather high, prolonged levels of bilirubin. 
Kernicterus is not seen in adults since indirect bili- 
rubin is usually below the critical level and the 
blood-brain barrier may be less permeable. 

Kernicterus is not confined to erythroblastotic 
infants but may be seen in newborn infants with 
marked hyperbilirubinemia due to defective conju- 
gation and excretion of bilirubin. 
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member insured. Among rural families, 51% had 
all members insured and 13% were partially insured 
for a total of 64%. 

One of the factors involved in the insurance 
coverage differences between urban and rural per- 
sons is the greater industrialization in city areas, and 
hence the greater availability of group insurance 
programs. 

As a result of greater opportunity for industrial 
employment, some 56% of urban residents have 
group health insurance coverage as compared to 
39% of rural persons. There is little difference, 
however, in the percentage of persons covered by 
individual policies as broken down into urban and 
rural residences. About 23% of urban residents 
have individual policies, as opposed to 21% of 
rural persons. Some persons, of course, have group 
and individual coverage. 

Nationally, the number of Americans protected 
against the cost of hospital and doctor bills through 
insurance company programs, Blue Cross-Blue Shield 
and other health care plans, was estimated at 121 
million at the end of 1958. Some 70% of the 
nation’s population now have some form of health 
insurance coverage. 
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IL Clinical Manifestations And Evaluation 


N EVALUATING JAUNDICE in the newborn 

we are confronted with a unique problem in 
that neonatal jaundice is a physiologic characteristic 
Virtually all infants have some elevation of serum 
bilirubin at birth, and as many as 50% of term 
babies, and an even higher percentage of prematures, 
will show clinical jaundice during the first week of 
life. The degree of apparent jaundice will depend 
on many factors such as the pigmentation and cir- 
culation of the skin, the light in which the infant 
is viewed, and the astuteness of the observer. There 
are probably several factors involved in the etiology 
of icterus neonatorum, including an excess of pig- 
ments derived from the breakdown of red cells which 
are no longer needed afier birth, and the relative 
immaturity of the liver cells which impedes the 
normal elimination of these pigments. 

Icterus neonatorum has been generally regarded 
as a completely benign condition, and for the most 
part this is true. Jaundice usually appears between 
the second and fourth days, and has begun to fade 
by the end of the first week. Some babies appear 
rather lethargic and may do poorly during the period 
of jaundice but as a rule there are no ill effects. 

Nevertheless, we are concerned about the develop- 
ment of jaundice in a newborn because we now know 
that, whatever the cause of the jaundice, there is a 
critical level of serum bilirubin, (in the neighbor- 
hood of 20 mg.%), above which a large percentage 
of babies will develop kernicterus with resultant 
death or severe brain damage. It seems probable 
that it is the indirect bilirubin which is responsible 
for the development of kernicterus, but this remains 
to be proved. At any rate the correlation between the 
level of indirect bilirubin and the development of 
kernicterus seems unquestionable. 

It has been found recently that some prematures 
develop kernicterus in association with, and pre- 
sumably as a result of, physiologic jaundice. Also, 
the use of certain drugs in premature infants may 
aggravate the problem. Large doses of the vitamin K 
preparation, Synkavite®, appear to increase the 
hyperbilirubinemia of physiologic jaundice)*. Vita- 
min K, of course, is an important drug in the man- 
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agement of prematures, but since a single injection 
of 1-2 mg. appears adequate to prevent hypopro- 
thrombinemia, it would seem advisable to avoid 
larger doses. The use of sulfioxazole (Gantrisin®) 
in prematures appears to be associated with an in- 
creased incidence of kernicterus*, even though it does 
not affect the serum bilirubin. Perhaps other drugs 
are capable of producing similar undesirable reac- 
tions, and we should bear this in-mind when pre- 
scribing medication for prematures. 

In attempting to decide whether jaundice in a 
given infant is normal or pathological, there are a 
number of factors to be considered. If, in association 
with the jaundice we find signs of severe anemia, 
hemorrhagic manifestations, or enlargement of the 
liver and spleen, we are obviously dealing with a sick 
baby and would set about to define the exact nature 
of the disease by appropriate laboratory studies. 
Often, however, we are confronted with a jaundiced 
baby and little or nothing else in the way of clinical 
signs. In this case, the time of appearance of jaun- 
dice is most important. Physiologic jaundice rarely 
appears before the second day of life, and therefore 
jaundice in the first 24 hours of life must be regarded 
as abnormal and demands immediate investigation. 
The great majority of infants showing obvious jaun- 
dice on the first day of life will prove to have ery- 
throblastosis fetalis due to ABO or Rh incompati- 
bility. Jaundice appearing later in the first week 
should certainly be followed closely by clinical 
observation, and if its intensity is more than slight, 
probably shculd be followed with serial determina- 
tions of the serum bilirubin. 
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HYSIOLOGICAL JAUNDICE is the most com- 
mon cause of neonatal jaundice. It is, to some 
degree, an exclusion diagnosis and herein lies its 
danger as a diagnostic pitfall. This condition has 
been well discussed above. 

Hemolytic disease of the newborn, or as it is better 
known, erythroblastosis fetalis, is the.disease to be 
considered first when a baby becomes icteric before 
the third day of life. Its presence is usually easy 
to determine by laboratory means but one should 
keep in mind that as many as five per cent of babies 
with this disease may have a negative Coomb’s test. 
This condition will be discussed below. 

Septicemia is one of the principal pathological 
causes of jaundice in the newborn. The liver and 
spleen are more often enlarged than not and hemoly- 
tic anemia may also be present in the more serious 
cases (““Winckel’s disease”). Other common findings 
are poor feeding, listlessness, a persistent loss of 
weight or failure to gain, and a subnormal tempera- 
ture. Fever may be found but hypothermia is more 
common, especially in the less mature infants. The 
infection may be acquired in utero from a maternal 
bacteremia or after prolonged premature rupture 
of the membranes. It may be acquired during the 
birth process or in early neonatal life through skin 
and mucous membrane abrasions, the umbilical 
stump, or a circumcision wound. It may also be 
acquired through the respiratory, digestive, or geni- 
tourinary tracts. The most often found causative 
bacteria are the staphylococcus, E. coli, and the 
streptococcus. Since other organisms, such as B. 
Proteus and Pseudomonas are also occasionally in- 
volved, one should not empirically begin treating 
a suspected septicemia until after blood cultures 
have been drawn since positive blocd cultures are the 
only basis of a positive diagnosis. Since meningeal 
involvement is often present with a septicemia, ex- 
amination of the cerebrospinal fluid is mandatory 
when a septicemia is suspected or has been proved 
to be present. ‘ 

Obstruction of the biliary tract, whether intra- 
hepatic or extrahepatic, may rarely cause jaundice 
in the first few days of life but jaundice resulting 
from mechanical obstruction more often appears 
later, or as an extention of icterus neonatorum. 
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Congenital syphilis may, along with other mani- 
festations, first appear as jaundice and hepatospleno- 
megaly. We fortunately see little of this disease in 
the present newborn but we should always consider 
it in attempting to diagnose the cause of jaundice 
when erythroblastosis has been ruled out fully. 

Generalized cytomegalic inclusion disease of the 
newborn is an uncommon disease and one which has 
been diagnosed before death only during the past 
few years.! The cells which are typical of the dis- 
ease have been found at autopsy as an incidental 
finding in the salivary glands; disseminated through- 
out the body in children and some adults dying of 
various chronic diseases; and in newborn infants 
dying of the disease. The diagnosis during life 
depends on finding the cells in centrifuged specimens 
of body fluids such as the urine, gastric washings, 
or even in the aqueous humor from which also there 
has been grown on tissue culture a virus indistin- 
guishable from the salivary-gland virus.” It is be- 
lieved that the salivary-gland virus is the etiological 
agent in this disease. The clinical manifestations in 
the newborn infant consist of hemolytic anemia, 
jaundice, hepatosplenomegaly, and thrombocytopenic 
purpura. The diagnosis is best made by the finding 
of tubular epithelial cells with the characteristic 
inclusions in the urinary sediment. It should be 
emphasized that these cells may not appear early 
and it may take several days, and repeated examina- 
tions of the urine, before they are seen. Little is 
known concerning the treatment of this disease. 
Steroids have been used by several writers and cor- 
tisone was used in the treatment of the only case 
yet reported who recovered without sequelae.’ In those 
who survive, cerebral calcifications are often present, 
together with evidence of severe cerebral damage. 

Cengenital Toxoplasmosis is another intrauterine 
infection which may be apparent at birth or after 
several days, manifesting with fever, maculopapular 
rash, jaundice, lymphadenopathy, hepatosplenomeg- 
aly, and central nervous system deformities. This 
disease may early terminate with the death of the 
baby or it may resolve leaving varying degrees of 
ocular or nervous system deformities. 

Generalized herpes of the newborn, with or without 
herpetic lesions of the skin, is a very serious disease. 
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The mothers of affected infants usually have a con- 
comitant herpes simplex infection and the babies, at 
birth, usually have skin petechiae, hepatospleno- 
megaly, and extreme toxicity. 

Neonatal hepatitis, probably of viral origin, can 
be a cause of jaundice which appears shortly after 
birth. In many of these cases, giant cell transforma- 
tion of the hepatic parenchyma occurs but similar 
hepatic changes are also present in 30% of cases 
of biliary atresia.‘ 

Galactosemia rarely manifests as jaundice until 
after a week or so. This rare condition, a metabolic 
disease, is quite simple to treat if diagnosed early, 
and the diagnosis depends on finding a urinary 
sugar that causes a color change with Benedict’s 
solution but proves not to be glucose on the fermenta- 
tion tests. 

Hereditary spherocytosis and congenital nons phero- 
cystic hemolytic anemia are occasional causes of neo- 
natal jaundice and the diagnosis of these is aided 
by a positive family history, a high index of sus- 
picion, and appropriate laboratory studies. A pre- 
sumptive diagnosis of both may be made by careful 
examination of blood smears. 

Familial nonhemolytic jaundice, a condition which 
does not conform to the usual pattern of hepatocel- 
lular jaundice, is thought to result from inability 
of hepatic cells to metabolize and excrete bilirubin 
normally.® It may be a cause of neonatal jaundice, 
even severe enough to cause central nervous system 
damage. The bilirubin may rise to as high as 
40 mg./100 ml. Liver function tests are all normal 
except for bilirubin tolerance tests which show reten- 
tion. Liver biopsies show some accumulation of 
bilirubin in bile canaliculi and periportal fibrosis. 

Congenital thyrotoxicosis, in infants born of 


mothers who have been subjected to thyroidectomy 
for Grave’s disease, has been the cause of jaundice, 
hepatosplenomegaly, and eventually death in two 
infants.’ 

In viewing this list of conditions, one notes that 
there are many causes of jaundice in the newborn. 
One also notes that most of these conditions are 
seldom seen but they should always be kept in mind 
while evaluating an icteric infant. Even after con- 
sidering all of the conditions in this rather formid- 
able list of possibilities, one is occasionally forced 
to diagnose a jaundiced infant as having “neonatal 
hyperbilirubinemia, cause not known”, thus demon- 
strating to us further that we are still far from 
knowing all about the baby who is jaundiced. 
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Heart Disease Research 


Over 100 research programs devoted to heart dis- 
ease have been supported during the year by the 
Life Insurance Medical Research Fund, according 
to the fund’s annual report. Over $1,086,000 have 
been allocated to continue this support. 

Research aided by the fund is concerned with all 
parts of the heart and blood vessels. In 1957-58 it 
was performed in 75 research centers widely dis- 
tributed in the United States and Canada. 

Progress in work on heart problems has been 
most encouraging. Investigators now have an atti- 
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tude of confidence in their ultimate solution, whereas 
a few years ago the outlook seemed hopeless. 

The fund also supported 22 research fellowships 
in 1957-58. These were held by young men and 
women in training for research in the heart field. 

The fund is supported by 144 life insurance com- 
panies large and small. Its resources are devoted 
entirely to heart research. Since the fund’s organiza- 
tion in 1945, over $10,300,000 has been contributed 
to this vital work. 


VircIniA MepicaAt MONTHLY 


-reas 


ships 
and 
id. 
com. 
voted 
niza- 


at Mary Washington Hospital 


HE FIRST EXCHANGE TRANSFUSION 
was carried out at the Mary Washington Hos- 
pital on June 6, 1956, and since that time twenty- 
one other infants have been treated by this method. 
There were two deaths. One death resulted from a 
delay in diagnosing an Rh incompatibility in a 48- 
hour premature white female, and the other from 
giant cell hepatitis. Both infants were exchanged even 
though their clinical conditions were stormy. Fol- 
lowing the exchange transfusion, both infants seemed 
to improve for a period of approximately 18 hours, 
but then expired. Each infant was autopsied. 
There were twelve infants exchanged because of 
Rh incompatibility, four males and eight females, 
and there were seven infants exchanged because of 
hyperbilirubinemia due to ABO incompatibility, 
three males and four females. (See Table I). Those 


Taste I 


INCOMPATABILITY ACCORDING TO RACE AND SEX 


FEMALE 
INCOMPATABILITY Torats 
Cc WwW Cc 
Rh 4 0 8 0 12 
“Others’”’ 1 0 1 3 
Totals 7 1 10 4 22 


classified as “Others” constituted the above-men- 
tioned giant cell hepatitis with hyperbilirubinemia, 
an infant with erythroblastosis due to the “C” fac- 
tor, and a case of hyperbilirubinemia of undetermined 
etiology. The latter two were successfully treated 
by the exchange transfusion method. 

Our criteria for the exchange transfusion are 
essentially a combination of clinical and laboratory 
findings. 


1) A cord hemoglobin of 13 grams or less, or a 
capillary hemoglobin of 15 grams or less, with 
a positive Coomb’s test. 
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IV. The Treatment of Hyperbilirubinemia 


J. W. PAINTER, M.D. 
Fredericksburg, Virginia 


2) A cord bilirubin of 5 mg. “% or above calls 
for immediate care. Likewise, a rising serum 
bilirubin is a danger signal. 


3) Any infant, 5 Ibs. and 8 oz., or under, with 
a positive Coomb’s and a rising serum bili- 
rubin to 15 mg. % is an indication for an 
exchange transfusion. 


4) A history of a previous sibling with jaundice 
or central nervous system involvement war- 
rants immediate investigation. 


A maternal anti-Rh antibody titer of 1:64 or 
greater during pregnancy, or with a rising titer, 
is an indication to be prepared for an exchange 
transfusion. 


We feel that erythroblastosis can be managed 
successfully in a hospital of this size by using these 
criteria. We have not used new fresh blood as yet 
due to the lack of proper donors. However, our 
transfusions have been successful thus far by using 
properly typed Red Cross blood from the supply in 
our laboratory blood bank. We do attempt to use the 
latest dated blood possible, and, in all of our cases, 
blood under 72 hours old was used. Prior to starting 
the exchange transfusion, the blood is warmed, then 
draped in hot water bottles to maintain the warmth 
during the procedure. Three of our cases, we feel, 
would not have had time to wait for fresh donor 
blood because of their critical condition at birth. 

From our small study, we recommend that a cord 
blood be drawn for a Coomb’s test on all infants 
whose mothers did not receive prenatal care, and that 
a “jaundice card” be placed on the cribs of all new- 
born babies (Fig. 1) 

The technique of exchange transfusion most com- 
monly used in our hospital is the insertion of a #8 
feeding tube into the umbilical vein. However, when 
it was not technically feasible to use the umbilical 
vein, the long saphenous vein was used in one infant, 
the femoral artery was used in another, and, in two 
others, the technique of making an incision just above 
the umbilicus and cannulizing the umbilical vein 
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Ficure I 


Name 


Date of Birth Hour 


Jaundice Stool Urine 


Ist 24 hrs. 


2nd 24 hrs. 


‘Jaundice Card’”’ 


was quite successful. Use of a 10 cc. syringe appears 
to keep the baby more comfortable during the ex- 
change than a 20 cc. The post-exchange results have 
been just as satisfactory. 
SUMMARY 
1) The pathological, physiological, and differen- 


tial diagnosis related to jaundice of the newborn 
is presented. 

2) There have been twenty-two cases of hyper- 
bilirubinemia treated by exchange transfusion at 
Mary Washington Hospital over a period of two 
years, with two deaths. One death resulted from 
erythroblastosis fetalis in a 48-hour premature 
white infant. This might have been prevented had 
there been prenatal data or at least a cord blood 
Coomb’s test. The other death was due to hepatitis. 

3) The use of the “jaundice card” has been help- 
ful in detecting early jaundice. 

4) The technique of a ventral approach to the 
umbilical vein is being used at this hospital when 
the usual cannulization of the umbilical vein is not 
technically possible. 

5) Red Cross blood is being used successfully in 
our hospital. 
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Men More Successful At Dieting 


Men are more successful at losing weight than 
women, a new review of medical reports shows. 
Writing in the January Archives of Internal Medi- 
cine, published by the American Medical Association, 
Dr. Albert Stunkard and Mavis McLaren-Hume, 
M.S., said, “Sex of the patients has not, to our 
knowledge, been previously suggested as a possible 
factor in the success of efforts at weight reduction. 
We were, therefore, surprised to discover that when- 
ever results of treatment have been reported accord- 
ing to sex of the patient, men have been shown 
to be more successful than women.” 

In three separate studies “a far higher percentage 
of men than women were able to achieve the modest 
success of a 20-pound weight loss.” The discrepancy 
between the results of treatment for men and for 
women is even more pronounced if 40 pounds is 
considered as a criterion of success. At least three 
other possible criteria for predicting success have 
been suggested. They are the presence of the “night- 
eating syndrome,” in which the patient eats at night; 
the outcome of previous attempts at dieting, and the 
amount of anxiety in the patient. 
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The authors found in a review of the literature and 
in a study of 100 patients at New York Hospital that 
none of these had any validity as indications of 
success at weight reduction. 

“In recent years the ill effects ascribed to excessive 
body weight have received wide attention, as have 
the benefits to be achieved by weight reduction. As 
a result many physicians and their patients, who 
had formerly looked upon weight reduction as a 
cosmetic conceit, have come to consider it a thera- 
peutic imperative. A variety of lav institutions, 
notably the magazines for women, has seized upon 
this growing interest in weight reduction and has 
helped to magnify it to the proportions of a national 
neurosis.” 

When treatment for obesity is undertaken, it must 
be conducted by a qualified physician and not by 
nonmedical persons. 

Dr. Stunkard is a psychiatrist at the University of 
Pennsylvania School of Medicine, who has exten- 
sively studied the problems of obesity treatment. Miss 
McLaren-Hume is a member of the staff of the 
department of nutrition at the New York Hospital. 
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An Appeal to Reason 


HE PROBLEM of automotive mayhem has been 
forcefully presented to the general public through 
the various media of newspapers, radio, and televi- 
sion and in more technical terms to the members of 
the medical profession by additional scientific re- 
ports. At the risk of being repetitious and even 
pedigogical, I wish to present the results of a major 
tragedy along with some observations which I feel 
pertinent to future prevention of such occurrences. 


Figure 1 
—Rockbridge County News 


On January 4, 1957, a Scenicruiser Greyhound 
Bus, complete with driver and forty-two passengers 
crashed head-on into the rear of a large trailer- 
truck loaded with cast iron pipe. Three passengers 
and the driver apparently died instantly. Two more 
died on admission to local hospitals. The seventh 
died less than seventy-two hours later of multiple 
injuries. The remaining thirty-six passengers were 
given emergency treatment with the exception of four 
who denied receipt of any injury. Sixteen of these 
required hospitalization with their length of stay 
ranging from one to one hundred fifty-nine days with 
a total period of four hundred fifty-one patient days. 

Thus a total of thirty-eight of the passengers sus- 
tained injuries, or 88.37% for the bus as a whole, 
a mortality rate of 16.27% and a morbidity of 
88.88% for those surviving. 

A total of one hundred twenty-six separate injuries 
was suffered by all and these have been catagorized 
into seven major areas or regions (see chart B). The 
detailed injury and its magnitude cannot be described 
with any adequacy due to the limited scope of this 
report and so although each was studied thoroughly, 
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it has been recorded here only by notation of the 
region of injury with additional reflection in the 
resultant morbidity or mortality. Study of the types 
of injuries sustained and the apparent causative 
mechanisms has proved not only interesting but in- 
formative in the conclusions drawn. These serve 
further to substantiate the recommendations noted 
later relative to safety measures concerning all vehicles 
now using our highways. Many of these injured have 
now recovered completely (thirteen months later) 
but several still require medical care and rehabilita- 
tion and a few will never recover completely. 

The severity and degree of injury sustained in 
this case are partially reflected by the seating ar- 
rangement of the passengers (see chart A). As one 


CHART ‘A’ 


CODE : iInvURIES SUSTAINED 
DEAD ON ARRIVAL 


STILL UNDER 
TREATMENT 
BUS SEATING ARRANGEMENT 
43 42 4 
; ] 2 3 
2 2 u 3 4 
Pp 
E 
7 ¢ 
NO INJURY NO INJURY 
ay a 
NO INJURY a 2 
‘3 ” 
NO INJURY + 
ss a 
NO INJURY 2 4 
& VACANT REST ROOM 
sur 
“3 
suT DOA SuT D- 35 DAYS 
7 7 
4 2 4 3 
DOA 0a | DOA DOA 
RIGHT FRONT LEFT 


+ PATIENT NUMBER IN UPPER LEFT CORNER OF SEAT 
N 
DRIVER (DOA) 


readily observes, those on the lower deck were crushed 
by direct contact with the pipe-laden trailer, but 
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CHART ‘B’ 


= 


10 
11 


Examined, Treated and Discharged 


with the omission of those killed as a result of direct 
forces we have left thirty-two others who sustained 


a total of eighty-eight injuries. If one further ana- 
lyzes the charts, it will be apparent that the vast 
majority of these could have been prevented or at 
least greatly minimized by the use of two simple 
measures: namely, seat belts and crash pads affixed 
to the back of each seat. In practically every case, 
injury was sustained as a result of being thrown 
from the seat into the aisle or against the rear of the 
seat directly in front. One can further postulate that 


Abdomen Spine Present 
and and (Except Upper Lower diate | Status After 
Face Pelvis Cervical) | Extremity | Extremity | Course 1 Year 

5 2 6 D- 3D 
Vacant V V \ V 
R 
| H-41 D R 
3 1 H- 7D R 
1 1 ETD R 
Bere 2 H- 1D R 
1 ETD R 
2 1 | 3 4 DOA— >| 7 Dead 
30 6 5 7 15——» | 38 Patien|ts Injured 
58 6 5 11 31—» | 126 Injurijes Sus. 
Dead on Arrival H = Hospitalized Sut = Still Under Treatment 


with the use of such safety measures others who died 
might have survived even though sustaining serious 
injuries not preventable in their entirety. 

Braunstein et. al' in their well documented studies 
have demonstrated graphically the value of such 
safety measures in automotive design especially with 
reference to the seat belt. Where these were used, 
there was a sixty per cent range of improvement in 
injuries observed. 

Thus, if these percentages can be translated into 
terms of those derived from the accident described, 


Vircinta MepicaL MONTHLY 


| Patient 
Number 
| 
12 
: 13 
14 
15 
16 
17 
18 
19 
20 
| 21 
22 
| 23 
24 
| 25 
26 
: : | 27 
| 30 
| 31 
if 32 
34 
35 
| 36 
| 37 
38 
| 39 
|| 40 
|| 41 
42 
43 
q Driver 
Total 
Patients 
Total 
Injuries 
Cove: Df 
ETD = 
100 
| 


—Waynesboro News-Virginian 


Figure 2 


one finds that approximately nineteen of the thirty- 
two passengers who suffered non-fatal injuries would 
have escaped with less severe and possibly minimal 
trauma and five of those killed might have escaped 
with serious but nevertheless non-fatal injury. Sta- 
tistics relative to injuries of the head and face are 
of additional special interest since they comprise 
such a large percentage of the total injuries received; 
namely fifty-eight of the one hundred twenty-six. In 
this region in particular, the use of crash pads and 
seat belts are almost totally protective. 


—Rockbridge County News 
Figure 3 


These statistics are startling and compelling and 
refusal to heed their message must weigh on the 
conscience of those who know but disregard them. 
The time to bring about wide-spread use of safety 
measures is NOW and the need is urgent. If the 
public could know completely the causes of this 
needless loss of life and years of subsequent suffer- 
ing they would demand preventive measures. Auto- 
motive designers, engineers and manufacturers must 
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be convinced of their responsibility in this campaign 
and if necessary required by law to make available 
as standard equipment basic safety features in every 
vehicle. This certainly could be carried out in the 
common carriers where on the spot supervision is 
available at all times. It is quite true that enforce- 
ment of the use of safety features by the individual 
will prove more difficult but this can be improved 
through properly designed legislation. Evidence of 
non-utilization of these features by anyone involved 
in an accident should bring about forfeiture of his 
driving permit. In this way, both manufacturer and 
consumer would profit from the lives saved by pre- 
ventative laws. Is this any different in nature from 
our public health laws and existing traffic laws? I 
think not, and I further believe that the general 
public would accept them once it understood the 
benefits inherent in such laws. 


An excellent beginning has been made through the 
work of committees of dedicated members of the 
medical profession working with receptive representa- 
tives of the automobile manufacturers. The anti- 


—Waynesboro News-Virginian 


Figure 4 


bodies of safety are known. Recognition of safety 
features and the desirability of their employment by 
others while refusing to face-up to one’s own defi- 
ciencies and laxity will no longer suffice. We have 
the means and the duty to our fellowman to explain 
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their value and then convince them to make full use 
of all their benefits. 
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Heredity in Multiple Sclerosis 


A hereditary factor was termed “a distinct pos- 
sibility” as a cause of multiple sclerosis after a 
new study of twins suffering from the disease. He- 
redity has long been considered as possibly playing 
a role in multiple sclerosis, a disease of the central 
nervous system. 

A preliminary report of the study—one of the first 
conducted among twins and their relatives—was 
made by two Chicago scientists in the December 
Archives of Neurology and Psychiatry, published 
by the American Medical Association. 

The study involved 63 sets of twins, of whom 54 
sets were completely studied and nine of whom are 
still being studied. They were selected through the 
National Multiple Sclerosis Society who advertised 
for twins in whom at least one had multiple sclerosis. 

The study showed that among identical twins, 
there were two sets in whom both members definitely 
had the disease; five sets in whom it appeared that 
both had the disease, and 22 sets in whom only 
one twin had the disease. 

Among the non-identical twins, there was one set 
in whom both twins had the disease; three in whom 
it appeared that both had the disease, and 21 in 
whom only one twin had it. 

Using ‘“‘the most rigid diagnostic standards,” both 
members of only three sets definitely had multiple 
sclerosis; however, with less rigid standards, 11 sets 
could be considered as having “concordant” disease. 
They noted that it is sometimes difficult to tell def- 
initely if a nervous disorder is multiple sclerosis, 
and that there are cases in which the disease process 
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“burns out” before it presents the standard symp- 
toms. 

It is possible that more concordant cases may 
appear in future years, since there is great varia- 
bility in the age of onset of disease. In addition, 
the partial symptoms presented by many of the twins 
“will probably flower into the full clinical picture 
in many of them, while others now quite free may 
come to show the full-blown disease.” 

It seems most unlikely that multiple sclerosis is 
of purely genetic origin. ‘“There must be more than 
one cause if genetic factors play any role at all. Thus 
it is possible that a genetic factor may require the 
addition of an environmental agent before the disease 
can develop. Concordance in identical twins may 
thus fail to develop because one of the pair has 
not yet encountered the unknown environmental fac- 
tor necessary to produce the disease.” 

Studies of more than one thousand relatives of 
these twins showed a prevalence of the disease rang- 
ing from 20 to 33 times that found in the general 
population. This finding—similar to those of other 
studies—“strongly suggests a genetic factor as one 
agent in the causation of multiple sclerosis,” and 
makes the “equivocal genetic evidence” disclosed in 
the study of twins less equivocal and more favorable 
to the genetic hypothesis. 

“Follow-up studies of these twins and their rela- 
tives, planned for 5 and 10 years from now, will 
either confirm our predictions or modify our conclu- 
sions to more final ones.” 

The authors are Roland P. Mackay, M.D., and 
Ntinos C. Myrianthopoulos, Ph.D., both of the 
University of Illinois College of Medicine. 
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Mental Health.... 


Classical vs. Reactive Schizophrenia 


Among the earliest students of the Schizophrenic 
psychosis there arose a question as to whether Schizo- 
phrenia was a single disease entity or not. While 
the end product of the disease, the symptoms, were 
similar enough, the course and onset of the disease 
was often so dissimilar as to raise the question of 
existence of several diseases with similar symptoms 
but different predisposing and precipitating factors. 

Out of this confusion arose two schools of thought. 
One school supported by Kraepelin’s work of the 
early 1900’s held firm to the opinion that schizo- 
phrenia was a single disease entity whereas the 
works of Meyer in 1906 and 1910 held to the view 
that schizophrenia was an abnormal reacticn to ex- 
periences rather than a disease entity. 

Existence of this dichotomy was supported by the 
work of Langfeldt published in 1951. He did a six 
to ten year follow up of 100 cases diagnosed as 
“typical” schizophrenia wherein the classical symp- 
tom complex was exhibited, and a group of “doubt- 
ful” schizophrenics wherein schizophrenic symptoms 
were shown, but deviations from the classical picture 
were sufficient to raise doubt as to whether these 
patients exhibited a schizophrenic disease or a reac- 
tive state. The follow-up indicated not only con- 
siderable differences as to various etiologic and 
symptomatologic factors, but a wide and statistically 
significant difference as to prognosis in the two 
groups in favor of the “doubtful” schizophrenics. 

The two groups proved to have the following 
differences: the classical schizophrenic, i.e., poor 
prognosis case, was typified by a shy, unduly seclu- 
sive childhood with few outside interests and little 
desire for contact with others. Aspirations were low 
and onset was insidious with affective reactions 
lacking or at an extreme minimum and with prom- 
inent disturbance of thought on admission to the 
hospital. 

The doubtful, or reactive schizophrenic exhibited 
a normal childhood without undue seclusion or de- 
structive unruliness. He was a happy, bright child 
and interest in people was not diminished. This 
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group exhibited intense and over-compensatory as- 
pirations and onset was acute with hyperemotional 


reactions and lack of prominent thought disturbances 
upon admission. 


The prime interest of this present study was to 
ascertain the nature of differences in the way these 
two groups consciously viewed themselves and how 
they reacted to frustration. A developmental theory 
was set up drawing from the work of Arieti, which 
in this author’s eyes offered a rationale for the differ- 
ent roads of psychological development indicated by 
the classical schizophrenic and the reactive schizo- 
phrenic. Postulates based upon this theory were 
tested. 

Briefly, Arieti’s theory states that at least two 
types of premorbid personality types exist in schizo- 
phrenics. In the schizoid type which this author 
feels resembles the classical schizophrenic, the child 
very early in life accepts a picture of himself as a 
bad child and withdraws from contact with others 
to preserve what little acceptance of himself that he 
has left. As he grows he is forced to withdraw more 
and more because he doesn’t mature to begin with 
and he has to deny even more strongly the criticisms 
of the environment. In this case there is not much 
regard for the environment and if the patient wants 
to think of himself as Napoleon or God to make 
himself feel powerful he can. He enters the state 
hospital not because there is an acute breakdown 
of his psychological defenses but because they are 
working too well. He becomes more and more re- 
moved from reality and he appears “queer” and is 
hospitalized. Because his defenses do not break 
down there is none of the turmoil and agitation 
typical of the reactive group which break under 
strong pressure. 

The stormy personality which is akin to the re- 
active schizophrenic, in childhood exhibits a differ- 
ent pattern than the schizoid. Rather than accept 
the notion of himself as a bad or unacceptable child 
he tries to change and to please the environment. 
As he grows he becomes a chameleon changing his 
personality with the situation he meets. 

He seems to have many friends for he merges 
with every group he meets. 


The problem with this person is that he never 
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develops a sound, consistent personality and rather 
than deny the environment as the schizoid does, he 
denies himself. Under pressure this defense breaks 
down and for once the individual is faced with his 
lack of consistency and a turmoil develops. 

Postulates based upon the two personality pic- 
tures described above were tested as follows: Two 
groups of functional schizophrenics, (25 subjects 
in each group) were selected by three psychologists 
who rated case histories independently. Selection 
depended upon complete agreement by all three 
judges and statistics demonstrated a significant abil- 
ity for these judges to agree upon the criteria used 
for selection. Groups were matched for intelligence, 
age, length of hospital stay and were all first admis- 
sions between 20 and 45 years of age with no 
demonstrable CNS lesions. 

Paper and pencil tests were used to determine 
what the patients thought of themselves, what they 
would wish to be like, and how they felt about the 
kind of people they were. In addition, their reactions 
to frustration were also determined through use of 
paper and pencil tests. 

Results indicated that the reactive group, in keep- 
ing with their desire to please the environment, dem- 
onstrated a significantly stronger need to better 
themselves and to structure a highly idealized self 
image than the classical group. 

There was no significant difference between the 


two groups in degree of accepting the way they were, 
though there was a tendency for the reactive group 
to be more accepting of self. 


In reaction to frustration, the classical group was 
typically “floored” by the frustration and showed 
no behavior designed to cope with it. Instead, they 
would insistently point it out with no positively 
oriented behavior. This is understandable in light 
of their usual reaction of withdrawing from the 
problems of the environment. The reactive group, 
on the other hand, exhibited a significant orientation 
towards coping with the frustration, a good reason 
for their better prognosis. 


This being “floored” by the frustrating object with 
no adequate coping mechanisms in the classical 
schizophrenic may well account for the symptoms of 
CNS damage (perserveration, “stickiness”, concre- 
tism, etc.) so often seen in the schizophrenic. 


Among other findings, it is indicative that in 
the author’s experience as well as others he has 
spoken to, reactive schizophrenics comprise approxi- 
mately one third of the total schizophrenic popula- 
tion in any hospital. As recovery rates run about 
one third of hospital populations, it:may well be that 
the reactive cases account for the released-as-cured 
statistics and that the classical cases are incurable 
by present standards. This bears further investiga- 
tion. 


Potato Caloric Value 


Thin potato peelings have always been the sign 
—and the aim—of an economical housewife. 

But there may be at least one situation when a 
thick peel is desirable, according to Dr. William 
W. Bolton, associate editor of Today’s Health, an 
American Medical Association publication. 

In answer to an overweight, potato-loving reader 
asking how potatoes can be prepared so they will be 
less weight-building, Dr. Bolton said the starch that 
provides most of a potato’s caloric value is near the 
skin. Thus he recommended that the skin be cut 
away in a thick peel. 

He added, however, “We cannot give you any 
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assurance that caloric intake will be greatly reduced, 
but at least it would be lowered some. . . .” 

He also recommended that cream sauces be avoided 
and that butter and margarine be kept to a mini- 
mum. And baked potatoes are “surely off limits.” 

Dr. Bolton noted that potatoes are nat just starch. 
An average-sized potato provides 85 calories and 
has a water content of 77.8 per cent. Vitamins A 
and C are present in appreciable amounts as are 
calcium and phosphorus, There are trace amounts 
of iron and vitamin B fractions. 

His comments appeared in the December Today’s 
Health. 
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Pre-Paid Medical Care... . 


Edited by 
RICHARD J. ACKART, M.D. 


The New York State Journal of Medicine recently published a series of articles 
about Blue Shield which were written by Louis H. Bauer, M.D., the Chairman of the 
Board of the New York City Plan. The last of the series, with Dr. Bauer’s permission, 
is reprinted below; it explains why Blue Shield warrants the exclusive loyalty of 
the medical profession, why enlightened self-interest attests that the profession should 
support only its own community-oriented Blue Shield program. Dr. Bauer has a most 
distinguished background, one which lends credence to the accuracy of his observations. 
He has been active in Blue Shield development, not only in New York City, but 
nationally, too. He has been Chairman of the Medical Service Committee, Chairman 
of the Board of Trustees, and President (1952-53) of the American Medical Associa- 
tion. Since 1948 he has been Secretary-General of the World Medical Association. 
While devotedly serving organized medicine, Dr. Bauer somehow finds time to serve 
patients; a fellow of the American College of Physicians, Dr. Bauer is the consulting 


cardiologist for five hospitals in Nassau County. 


The Future of Blue Shield 


LOUIS H. BAUER, M.D. 
New York, New York 


Consider the structure of Blue Shield: It was 
devised primarily to take care of the low-income 
groups. It did this by combining the higher risk 
of illness of low-income groups with medium-income 
groups having a lower illness rate. An average or 
community illness rate was the result, and both 
income groups were charged an identical premium, 
a premium both could easily afford. 


To keep this rate from rising now, Blue Shield 
must maintain an average enrollment of healthy and 
unhealthy persons. It must continue to attract per- 
sons from all walks of life and with average and 
above-average health as well as persons who are poor 
health risks. This is the philosophy that participat- 
ing physicians in Blue Shield originated and continue 
to support. 


But what happens when Blue Shield allegiance is 
shared with a private insurance company or a closed 
panel? Remember that private insurers do not try 
to insure the unhealthy. They are interested pri- 
marily in large groups with excellent health experi- 
ences. Therefore, they can offer insurance at a lower 
premium. As a result they attract from Blue Shield 
the very good health population Blue Shield needs 
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in order to survive. The above explains why the 
problem cannot be turned over to the private insur- 
ance companies as some doctors advise. To meet 
the needs of the public, one must provide a com- 
munity plan. Many private companies also cancel 
policies for age or frequent utilization, which Blue 
Shield does not. 

Next, consider a union’s clinic or a medical panel. 
A union will of necessity devote its money toward 
protecting its active members. This leaves the re- 
tired, the aged, the unemployed, and many dependents 
out of union plans. These people are also the poor 
health risks. They are thrown onto the community 
to seek care wherever they can. The only place they 
can find prepayment protection is in Blue Shield. 
If, however, Blue Shield is put in a position where 
it must continually take in poor risks without at 
the same time balancing that intake with healthier 
persons, then Blue Shield rates must soar, and even- 
tually they will rise so high that the persons who 
need protection most will not be able to pay for it. 
They will look elsewhere for care, and they will 
get that care from charity, the doctors, or the 
government. The opportune moment for which the 
politicians are always looking will have arrived. 

If, in other words, this double-sided game is 
continued to be played by means of supporting one 
plan on Monday and a second on Tuesday, the doc- 


105 


up 
vas 
ey 
ght 
the 
up, 
ion 
son : 
vith | 
ical 
s of 
cre- 
in 
has 
oxi- 
ula- 
bout 
that a 
ured 
tiga- | 
| 
a 
uced, 
oided 
mini- 
“igs 
tarch. 
and 3 
ins A q 
are 
jounts 
— 


tors’ own plan, Blue Shield, will disappear from the 
scene and the doctor will find himself under the 
complete control of agencies over which he has no 
influence. It requires little imagination to see that 
if Blue Shield fails, compulsory health insurance will 
follow swiftly. 

This foolish competition in which doctors are now 
engaged is a clear indication of the disunity that 
is the present sad characteristic of the American 
medical profession. It is a disunity that bears a 
frightening resemblance to the lack of harmony that 
prevailed in foreign countries that saw government 
medicine swept in. Only in countries where the 
physicians have remained united have voluntary 
methods and traditional practices been retained. 

Blue Shield could insure against all kinds of 
medical expense, but doctors must be realistic enough 
to know that the premium may be so high as to price 


it out of the market. To obtain what is desired may 
require some sacrifice on the doctor’s part. The 
alternative to sacrifice now may be a system in the 
future that will resemble England’s, with its doctor 
income governed by politicians. 

If the doctors desire a fee-for-service, free choice 
of doctor plan and want it to compete successfully 
with other plans, then they had better stand directly 
behind their own plan, control it, and see that it 
meets the needs of the community and not just a 
favored few. Competition usually affords stimula- 
tion, often progress, but one does not compete against 
oneself. In the last analysis, we are all competing 
against government-run medicine, and we need united 
strength because the enemy is formidable. 

We cannot win the battle by fighting each other 
or by frittering away our strength in independent 
groups working at cross purposes. 


Food Supplements Unnecessary During Pregnancy 


Expectant mothers generally do not have to resort 
to food supplements to obtain all the vitamins, min- 
erals, and other nutrients needed during pregnancy. 

These nutritional essentials are readily available 
from normal food sources, according to three Van- 
derbilt University researchers. Their conclusions are 
based on a study of 2,388 pregnant women and are 
reported in the December 20 Journal of the Ameri- 
can Medical Association. 

As a result of their study, William J. McGanity, 
M.D., Edwin B. Bridgforth, A.B., and William J. 
Darby, M.D., all of Nashville, Tenn., questioned the 
wide use of food supplements in the diets of ex- 
pectant mothers. Their study indicates no significant 
difference in the incidence of maternal or fetal 
abnomalities in women receiving supplements and 
those on a standard diet. The only exception was 
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among women with iron deficiency anemia. These 
women generally need supplementary iron. 

If a doctor feels his patient is not obtaining the 
necessary amounts of minerals or vitamins he should 
recommend dietary corrections before resorting to 
supplements. Such supplementation should be used 
only to bring the patient up to accepted nutritional 
levels. 

Their study does not provide evidence to indicate 
that dietary intakes greater than the allowances of 
the Food and Nutrition Board of the National 
Research Council, Washington, will bestow protec- 
tive benefits during pregnancy. 

“A diet that will provide the recommended levels 
of nutrients is readily attainable from food sources 
in all sections of the country without the need of 
supplementation.” 
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Public Health.... 


Staphylococcal Infections in Hospitals 


The problem of staphylococcal infections in hos- 
pitals is as old as the hospitals themselves. A new 
development is antibiotic resistance on the part of 
the organisms with resulting specific epidemic strains 
which threaten both hospital populations and com- 
munities at large. It is only within the past few 
years that infections of this type have become a 
problem of national, even international, significance. 
Our colleagues in Great Britain, Canada, and Aus- 
tralia were the first to isolate antibiotic strains in 
hospital populations, to demonstrate epidemiologic 
patterns of hospital-acquired staphylococcal disease, 
and to develop bacteriophage typing as a new tool 
in staphylococcal research. 

In February 1956, a Symposium on Staphylococcal 
Infections was sponsored by the New York Academy 
of Science. Shortly after this, epidemiologic studies 
began to be reported in this country showing nation- 
wide prevalence of resistant strains in hospital popu- 
lations and spread of such infections to local com- 
munities. In October 1957, the State and Terri- 
torial Health Officers Association recommended that 
the Public Health Service seek funds to expand 
its technical assistance to the states to deal with their 
respective staphylococcal problems. In November, 
1957, the American Medical Association and the 
American Public Health Association sponsored in- 
dependent meetings on successive days—the former 
to consider the problems of staphylococcal infections 
in hospitals, with recommendations for both hospital 
and community action, while the latter group con- 
centrated on the epidemiology. In December of the 
same year, the American Hospital Association ap- 
pointed a Committee on Infections Within Hospitals. 
Early in 1958, the American Academy of Pediatrics 
issued a supplement calling for special attention to 
staphylococcal infections to its standards for man- 
agement of premature and newborn nurseries. In 
May 1958, the Committee on Infections Within 
Hospitals, the newly appointed committee of the 
American Hospital Association, after consultation 
with the Joint Committee on Accreditation of Hos- 
pitals and the United States Public Health Service, 
issued a bulletin recommending action in hospitals 
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MACK I. SHANHOLTZ, M.D. 


and local communities to combat staphylococcal in- 
fections. In September 1958, the Public Health 
Service—Communicable Disease Center and the Na- 
tional Academy of Sciences—National Research 
Council sponsored a National Conference on Hos- 
pital-Acquired Disease. As a result of this confer- 
ence, Regional Conferences and, in turn, State and 
Local Conferences have been held to develop prac- 
tical plans and to stimulate action to control staphy- 
lococcal infections. The State Department of Health 
held such a conference on November 10, 1958. 

It is the duty of every health agency, every hos- 
pital, every profession having any power in this con- 
nection to unite to halt the invasion of hospital- 
acquired staphylecoccal disease. The routes of 
infection are numerous and often obscure, the pre- 
cautions needed are many and often difficult. Our 
preventive measures must be directed toward min- 
imizing the endemic level, preventing the develop- 
ment of epidemics, and terminating epidemics when 
they occur. 

This is partially a man-made problem. Prac- 
tically all the staphylococci responsible for epidemics 
are resistant to penicillin and most are resistant to 
other antibiotics as well. Resistance probably devel- 
ops by selection of resistant mutants through ex- 
posure to drugs. Once resistant, they are selec- 
tively retained in the environment through con- 
tinued exposure to the antibiotics. Thought has been 
given to the possibility that the resistant strains may 
have been resistant from the beginning and that 
destruction of non-resistant forms may have allowed 
resistant ones to grow in abundance. Effective con- 
trol must be based on an understanding of the epi- 
demiology of the disease. The relative importance 
of the carrier vs environmental sources in the trans- 
mission and maintenance of staphylococcal disease 
within the hospital is an issue which is being vigor- 
ously debated by epidemiologists. It is becoming 
clear that both sources are important. Transmission 
of antibiotic-resistant strains directly to patients may 
be responsible for endemic disease and for the initia- 
tion of an epidemic situation through mass contam- 
ination of a number of patients or of the environment, 
or of both. 
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There are three places within the hospital to which 
special attention must be directed: the newborn 
nurseries, the surgical services, and the general 
medical services. These will be considered in order. 

Staphylococcal Infections in Newborn Nurseries. 
Crowding conditions in most nurseries lead to an 
increased ratio of personnel to units of space and 
cause undue proximity of bassinets. Furthermore, 
it appears that newborns are more susceptible to 
bacterial colonization of the nasal mucosa and that 
later, after the decline of the passive immunity they 
have acquired from their mothers, they become more 
susceptible to infection. The principal staphylococcal 
infections among newborns have been conjunctivitis 
and pyoderma. When milder manifestations increase, 
more serious infections, such as breast abscess, cellu- 
litis, pneumonia, empyema, septicemia, and osteo- 
myelitis, begin to appear in the nursery populations. 
Breast abscesses in infants are unusual except in 
epidemics of staphylococcal infections. The high 
rate of colonisation during the first week of life can 
be curbed by rigid aseptic techniques, routine bath- 
ing with a detergent containing hexachlorophene, and 
sending the infant home by the third day (when 
advisable) before colonization takes place. The long 
latent period without manifestation of disease has 
serious public health implications because of dis- 
semination from hospital to community of antibiotic- 
resistant strains. It is necessary to carry on sur- 
veillance of mothers and infants after they leave 
the hospital to determine the development of staphy- 
lococcal disease. 

Good hygienic practices, such as proper hand- 
washing, control of dust and lint, the handling of 
garments, bed clothes, and surgical dressings, de- 


portment of personnel with respect to coughing, 
laughing, touching face and nose, use of cloth 
handkerchiefs, proper use of gowns and masks, 
influence the amount of dissemination of staphylo- 
cocci to patients and from infected patients to other 
patients and personnel. Mothers are practically never 
the source of these organisms acquired by their 
infants. 

We should try to identify by nasopharyngeal cul- 
ture all carriers of strains known in our community 
to be pathogenic for newborn infants before assign- 
ing an individual to duty in the maternity service. 
Surveys should be made monthly thereafter. Carriers 
of “hot” strains should be removed from the nursery. 


(To be continued) - 


Ref.: Hospital-Acquired Staphylococcal Disease. Pro- 
ceedings of the National Conference, September 1958, 
sponsored by the U. S. Public Health Service and the Na- 
tional Academy of Sciences. 


MonTHLY REPORT OF BUREAU OF COMMUNICABLE 
DisEAsE CONTROL 
Jan.- Jan.- 
Dec. Dec. Dec. Dec. 
1958 1957 1958 .1957 


Diphtheria 2 2 33 22 
23 16 286 ©6426 
569 213 22,420 5,226 


Meningococcal Infections _____- 7 14 94 84 
Meningitis (Other) 


Rabies (In Animals) 16 252 
Rocky Mt. Spotted Fever __--__ 0 0 32 31 
Streptococcal Infections _______ 661 457 7,105 6,850 
3 5 35 36 
1 0 42 42 


“Profile” of Average Physician 


What's the average doctor like? From the results 
of its study, “Patterns” (Prepared by Parke, Davis 
& Company) has assembled a composite “profile” 
of him. He is 44 years old, 5 feet 10 inches tall and 
weighs 173 pounds. He works 54 hours a week, plays 
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seven hours, and takes two-and-a-half weeks’ vaca- 
tion a year. His health record, at least in terms of 
his working schedule, is a good one. He only lost 
a fraction of a day from work last year, and has 
had one illness in the past five years. 
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Woman's Auxiliary.... 


President...._________ Mrs. Charles A. Easley, Danville 
President-Elect... Mrs. Walter A. Porter, Hillsville 
Vice-Presidents________ Mrs. George K. Brooks, Richmond 


Mrs, James M. Moss, Alexandria 
Mrs. W. A. Eskridge, Parksley 
Recording Secretary. Mrs. Robert B. Keeling, South Hill 
Corresponding Secretary ___-___- Mrs, J. J. Neal, Danville 
Treasurer_______ Mrs. Wyndham B. Blanton, Richmond 
Publication Chairman_. Mrs. Custis L. Coleman, Richmond 
Mrs. J. R. St. George, Portsmouth 
Mrs. Lee S. Liggan, Irvington 
Mrs. Maynard Emlaw, Richmond 


Annual Meeting. 


The thirty sixth annual meeting of the Woman’s 
Auxiliary to The Medical Society of Virginia con- 
vened in the Flemish Room, Hotel Jefferson, Rich- 
mond, on October 14, 1958, with Mrs. John R. St. 
George of Portsmouth, presiding. 

The meeting was called to order by Mrs. St. 
George. The Invocation was given by Mrs. Hawes 
Campbell after which the pledge of Loyalty to the 
Woman’s Auxiliary to the American Medical Asso- 
ciation was said in unison. 

The Address of Welcome was given by Mrs. Wil- 
liam Grigg, Jr., President of the Woman’s Auxiliary 
to the Richmond Academy of Medicine. Mrs. Kal- 
ford W. Howard of Portsmouth gave the Response. 


The roll was called by the secretary. There were 
19 officers and committee chairmen present. Repre- 
sentatives from the County Auxiliaries were: 


Alexandria 


2 Old Belt 2 
Alleghany Bath 1 Petersburg 0 
Arlington + Portsmouth 2 
Danville-Pittsylvania 2 Richmond 15 
Fairfax 0 Rockingham 1 
Hopewell 0 Smyth 1 
Lynchburg 0 Southwestern 8 
Mid-Tidewater 0 Tazewell 0 
Norfolk 6 Tri-County 3 
Northampton-Accomac 3 Warwick-Newport News 2 
Northern Neck 7 Wise 0 


Motion was made, seconded and carried that the 
reading of the minutes of the 1957 Convention be 
dispensed with and that they be accepted as approved 
by the Reading Committee appointed at the 1957 
Pre-Convention Board Meeting. 

Mrs. St. George introduced Mr. Robert Howard, 
Executive Secretary of The Medical Society of Vir- 
ginia who presented Dr. Harry C. Bates, Jr., Presi- 
dent. Dr. Bates brought greetings from the Medical 
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Society and thanks for the splendid job done by the 
Auxiliary. 

Mrs. Lee S. Liggan conducted a most impressive 
In Memorium service for Mrs. W. G. Parsel, Mrs. 
James Baetou and Mrs. Meade Edmunds. Mrs. St. 
George complimented the County Presidents for the 
Exhibit set up at the Convention. The Officers and 
Committee Chairmen were asked to stand and be 
recognized for their work during the past year. 

A rising vote of thanks was given Mrs. St. George 
for outstanding leadership as President of the Aux- 
iliary. 

Mrs. Wyndham B. Blanton, Jr., Treasurer, reported 
a balance on hand of $1,176.46. Mrs. Maynard R. 
Emlaw gave the Courtesy Resolutions. 

Mrs. Kalford W. Howard, Chairman of the Fi- 
nance Committee, presented the proposed budget for 
1958-59. A motion was made, seconded and carried 
that the Budget be accepted. 

Mrs. A. B. Gravatt, Chairman of the Nomination 
Committee, presented the following slate of officers 
for 1958-59. 

President-Elect—Mrs. Walter A. Porter 

Ist Vice President—Mrs. George K. Brooks 

2nd Vice President—Mrs. W. A. Eskridge 

Recording Secretary—Mrs. Robert D. Keeling 

Corresponding Secretary—Mrs. J. J. Neal 

Treasurer—Mrs. Wyndham B. Blanton, Jr. 

Directors—Mrs. John R. St. George 

Mrs. Lee S. Liggan 
Mrs. Maynard R. Emlaw 

By motion, the ballot was accepted as presented. 

Mrs. Paul Erdman, representative of the Crippled 
Children’s Hospital in Richmond, thanked the Aux- 
iliary for their contribution to the Hospital during 
the past year. 

Mrs. William F. Grigg, Jr., Mrs. Sheppard Ames 
and Mrs. James M. Moss gave reports of the Annual 
Convention of the Auxiliary to the American Med- 
ical Association held in San Francisco, California, 
June 23-27. 

Mrs. St. George introduced our guest speakers. 
Mrs. Walder L. Curtis, President of the Woman’s 
Auxiliary to the Southern Medical Association spoke 
on “A Silhouette of the Doctor’s Wife”. Mrs. Arthur 
Underwood, President of the Woman’s Auxiliary to 

the American Medical Association spoke on “Fidelity 
to the Duty of the Day”. 
The meeting was recessed at 11:15 a.m. to recon- 
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vene at 12:30 p.m. for the Inaugural Luncheon at 
the Commonwealth Club. 

Mrs. Hawes Campbell gave the Invocation. 

Mrs. E. A. Underwood installed the officers for 
1958-59. 

The President’s pin and gavel were presented to 
Mrs. Charles Easley by Mrs. John R. St. George. 


Mrs, Lee S. Liggan presented Mrs. St. George 
the Past-President’s pin. 
A beautiful Fashion Show was staged by Mon- 
taldo’s. 
The meeting was declared adjourned at 2:30 p.m. 
ALMA R. GRINELS 
Recording Secretary. 


Vitamin Supplements 


Vitamin supplementation is unnecessary for nor- 
mal persons following an adequate diet, according to 
the American Medical Association’s Council on 
Foods and Nutrition. “Vitamins are essential nu- 
trients, and their usual source is food,” the council 
said in a report in the January 3 A.M.A. Journal. 
All the nutrients essential to the maintenance of 
health in the normal individual are supplied by an 
adequate diet—one that meets the Recommended 
Dietary Allowances developed by the Food and Nu- 
trition Board of the National Research Council. 
These recommended levels of nutrients are believed 
to be adequate for maintaining good nutrition 
throughout life and supplementation by vitamin prep- 
arations is in most instances unnecessary. 

It criticized certain nutritional surveys which have 
indicated that “a variable fraction of certain seg- 
ments of the population” is not receiving sufficient 
varieties of foods to supply the necessary vitamins. 
Commenting on the surveys, the council said “‘gen- 
eralization of these findings as a basis for vitamin 
supplementation of healthy individuals is not ra- 
tional. The methodolegy employed in these surveys 
and the standards used for interpretation have varied 
considerably. It is necessary for the physicians to 
evaluate each person individually.” 

The council agreed, however, that there are some 
situaticns where vitamin supplementation is both 
necessary and desirable. 

For instance, it may be useful “during periods of 
illness or a deranged mode of life which may result 
in impairment of absorption of nutrients or deteri- 
oration of dietary quality.” It may be of value to 
the individual who “through ignorance, poor eating 
habits, or emotional or physical illness dees not eat 
an adequate diet.’ For these patients, the physician’s 
primary responsibility is to try to remove the dis- 
turbing factor. Until this can be done, supplementary 
vitamins are valuable in assuring an adequate intake. 

The council noted that infants should receive 
supplements of vitamins C and D if their diets do 
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not supply 30 milligrams of vitamin C and 400 
U.S.P. units of vitamin D, the recommended daily 
amounts. 

Healthy children fed adequate amounts of whole- 
some foods need no supplemental vitamins except 
vitamin D. Even here, vitamin preparations are 
unnecessary, since the vitamin D can be obtained 
by drinking vitamin D-fortified homogenized milk. 

Adults who must follow restricted diets because 
of an illness, such as diabetes or stomach ulcer, may 
need specific vitamin supplementation. The charac- 
ter of the supplementation will depend on the diet, 
the nutrients given, and the length of time the rou- 
tine must be maintained. 

In addition, healthy persons may benefit from 
supplementary vitamins at certain special periods 
of life, such as during pregnancy and lactation. 

Concerning multivitamin combinations, such prep- 
arations should contain only those vitamins shown 
to be essential in human nutrition or metabolism. 
The unit quantities of vitamins included in mix- 
tures should furnish no more than those amounts 
necessary to fulfill the Recommended Daily Allow- 
ances. 

The physician should be careful that his recom- 
mendations are not increased in amount and that 
his patients do not follow the precept that greater 
concentrations of vitamins are justified in light of 
the little additional cost. 

It is not true that “if a little is good, more would 
be better.” In fact, an overdosage of vitamins A 
or D can be harmful. 

There is no good reason for the inclusion of min- 
erals with vitamins, except perhaps in the case of 
iron and calcium. These would then be used in such 
situations as pregnancy or lactation. 

In conclusion, “public health will be served best 
by insistence on a factual basis for vitamin supple- 
mentation and therapy. It is sound judgment to 
emphasize repeatedly that properly selected diets are 
the primary basis for good nutrition.” 
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President's Message .... 


B* THE TIME you receive this Monthly the New Year will be well under way. 
Don’t be complacent about the year 1959. This is a changing age. Unless we 


physicians guide changes they may not turn out to the satisfaction of our patients and 
practice. 


Many unsolved problems need thought and guidance by physicians, and not by 
others having various motives. New problems arise daily. We know too well those 
connected with hospital insurance plans, old age medicine, third party medicine, social 
security for physicians, Medicare, the special disease lay societies, and AMEF col- 


lection. These are only a few. 


Now is the time for each of us to lend a hand to our Society Committees and their 
Chairmen. They have already been meeting and planning. Most of us are not on 
committees, but committee problems are nevertheless ours. They are part and parcel 
of our Annual Meeting. Each one of us must have some thought as well as some 
experience in these many questions. Your ideas should not die. New approaches can 
often change or solve a problem. Your plan of approach to many such matters could 


help a committee in its report and thereby aid your Society greatly. 


This is a call for action now in these matters. Committee Chairmen will appreciate | 
your ideas and let you know what action can be forthcoming. Address our Secretary 
if the Chairman’s name and address are not known to you. Do this now. In this way 


you can participate in and help your Society. 


With continued best wishes throughout the New Year. 


President 
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Editorial.... 


Winter-time Hazards of the Aged 


E TOWN DWELLERS have now reached the season when the city fathers 

remind us that local ordinances require the removal of snow from the front 
pavement within a certain number of hours after it has fallen or a penalty will be 
forthcoming. This, no doubt, is all very right and proper but a postscript should be 
added to the effect that this task should not be undertaken by the aged or by those known 
to have heart disease. 


All too often the sequence of events fall into a familiar pattern. An elderly pen- 
sioner, frequently living with a son or daughter, feels that the least he can do to 
justify his presence is to clear the sidewalk and this he undertakes with vigor. The 
worker usually is bundled up with excess clothing which restricts his movements, 
increases his labor and serves as a larger target for the brisk wind which often accom- 
panies the snow. The dry crisp air is exhilarating. Every shovelful of snow he removes 
leaves a bare spot that gives a sense of accomplishment unlike that experienced in 
other forms of human endeavor. It is far more satisfying than bailing out a boat and 
each shovelful leads to another. . 


All of this sets the stage for a coronary occlusion or more likely an attack of con- 
gestive heart failure. The moral is evident: snow removal, like war, is a young man’s 
game and should not be attempted by the aged and infirm. 


Another hazard these pneumonia-prone citizens are subject to arises from their con- 
scientious attendance at winter-time funerals. Cemeteries are usually located on bleak 
and wind-swept hillsides. The health of these elderly people is at its lowest ebb during 
the winter months. The frequent demise of their friends give them ample opportunities 
to attend these melancholy functions under the most unfavorable climatic conditions. 
A well attended funeral during the first cold spell in the fall may start a chain reaction 
which will carry far into the spring. 


If we could persuade these fragile old men to keep their hats on in wintry weather 
it would lessen the morbidity resulting from such exposure. If we could dissuade 


them from attending funerals altogether it would be even more sensible. 


H. J. W. 
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Society Proceedings .... 


Roanoke Academy of Medicine. 


The regular monthly meeting of the Academy 
was held on December Ist. This was a dinner meet- 
ing held at the Hotel Roanoke. Dr. Leighton E. 
Cluff, Associate Professor of Medicine of Johns 
Hopkins University was guest speaker. His subject 
was The Syndrome of Chronic Brucellosis. 

Dr. Alexander McCausland is president of the 
Academy and Dr. R. F. Bondurant, secretary-treas- 
urer. 


The Lynchburg Academy of Medicine 

Held its regular meeting on December 8th. Mr. 
J. L. Davidson addressed the Academy on the 
importance of the United Fund and its failure to 
reach its campaign goal. 

The Academy voted to conduct a poll of all Vir- 
ginia physicians as to whether or not they are in 
favor of physician participation in Social Security. 
Details of this poll are to be worked out by a special 
committee. 

Following the business meeting, a movie on Diag- 
nosis and Treatment of Hyperparathyroidism was 
shown. 


Southwestern Virginia Medical Society. 


The Spring Semi-Annual meeting of this Society 
will be held in Marion on April 16th. 


Halifax County Medical Society. 

Dr. George Lee Wilkinson, South Boston, has 
been elected president of this Society. Dr. Warren 
C. Hagood, Clover, was named vice-president, and 
Dr. Lucien D. Roberts, South Boston, secretary- 
treasurer. Dr. William R. Watkins, South Boston, 
is the retiring president. 


Fairfax County Medical Society. 


Dr. Thomas O’Brien was installed as president 
of this Society on January 13th. Dr. Carl P. Parker, 
Jr., is president-elect; Dr. Peter Soyster, vice-presi- 
dent; Dr. John Prominski, secretary; and Dr. 
Frances Ayres, treasurer. All officers are from Falls 
Church. 

Dr. T. B. McCord, Fairfax, and Dr. Robert 
O’Donnell, Culmore, have been named members at 
large of the executive committee. 

Dr. Thomas Haggerty, Falls Church, is the retir- 
ing president. 
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Medical Society of Northern Virginia. 


The regular meeting of this Society was held on 
December 9th at the Virginia Gentlemen Restaurant 
in Front Royal. Dr. Fred Maphis, Strasburg, presi- 
dent, presided. 


Case reports were presented as follows: C.P.C. 
for Abdominal Lesion by Drs. E. B. Sherman and 
W. C. Humphries; Gas Gangrene by Dr. Dennis P. 
McCarty; and Pregnancy Complicated by Dissem- 
inated Lupus Erythematosis by Dr. W. A. Gergen. 
The guest speaker was Dr. John P. Adams, chief 
of service in Orthopedic Surgery of the George 
Washington University Hospital, Washington, D. C. 
His subject was Common Orthopedic Problems in 
Children Involving the Lower Extremities. 

Dr. George Waterman, Woodford, was elected 
president; Dr. Bradford Bennett, Winchester, vice- 
president; and Dr. Dennis P. McCarty, Front Royal, 
re-elected secretary-treasurer. 


Williamsburg-James City Medical Society. 


At the meeting of this Society on December 10th, 
Dr. and Mrs. W. Linwood Ball, Richmond, were 
guests of honor. Dr. Ball is a delegate to the Amer- 
ican Medical Association from The Medical Society 
of Virginia and was recently elected vice-president 
and a member of the Board of Trustees of the 
American Medical Association. 


Virginia Society of Pathology. 


Dr. Robert J. Faulconer, Norfolk, has been in- 
stalled as president of this Society. Dr. David E. 
Smith, Charlottesville, is president-elect, and Dr. 
George J. Carroll, Suffolk, secretary-treasurer. Dr. 
John W. Hooker, Danville, has been reappointed 
as delegate to the Council of the American College of 
Pathology. 


Arlington County Medical Society. 


Dr. Stephen J. Sheeny was installed as president 
of this Society at the January meeting. Dr. Robert 
L. Norment is president-elect; Dr. Michael A. Pu- 
zak, vice-president; Dr. Howard O. Mott, secretary; 
and Dr. James H. Stallings, treasurer. Dr. Thomas 
A. Gavin, who was the 1958 president, has been 
named as member-at-large. 


| 
| 
| 
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Nens Notes.... 


New Members. 


Since the list published in the January issue of 
the Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 

Leslie P. Gondor, M.D., Alexandria 

Frank F. Merker, M.D., Roanoke 

William M. Trible, M.D., Arlington 


Committee of Arrangements. 


The Roanoke Academy of Medicine announces 
the following appointments for the local committee 
on arrangements for the annual meeting of The 
Medical Society of Virginia in Roanoke, October 
4-7, 1959: 

General Chairman—Robert S. Hutcheson, Jr., 
M.D. 

Scientific Exhibits—Michael J. Moore, M.D. 

Technical Exhibits—Richard H. Fisher, M.D. 

Entertainment—Houston L. Bell, M.D. 

Hotels and Halls—Peter A. Wallenborn, M.D. 

Press and Publicity—Charles A. Hefner, M.D. 

Golf—Harry Yates, M.D. 

Woman's Auxiliary—Mrs. William Kaufman. 


Erratum. 


The article by Dr. Harry Pariser on The Use of 
Triamcinolone (Aristocort) in Dermatology, pub- 
lished in the December 1958 issue of the Monthly, 
contains an error in punctuation. On page 647, line 
11, this sentence was broken into two separate 
clauses, one of which does not make a complete 
sentence. It should read “When good initial sup- 
pressive effect was obtained, further involution was 
noted even though the dose was further reduced.” 


The J. Shelton Horsley Award 


For outstanding work in cancer control in Virginia 
has been presented to Dr. Alfred P. Jones of Roa- 
noke. This is the eleventh time the award has been 
given. It was presented during a meeting of the 
Board of Directors meeting of the Virginia Division 
of the American Cancer Society. Dr. Jones is a 
member of the staff of Jefferson Hospital and has 
long been active in cancer control. He is a former 
president of the Virginia Division of the Cancer 
Society. 
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Dr. Pendleton Honored. 


The citizens of Louisa County have dedicated a 
picnic area in honor of Dr. E. Barbour Pendleton, 
the county’s oldest practicing physician. The area 
is called “Pendleton Wayside”, and is on U. S. 
Route 33. It fronts 350 feet on the highway and 
extends 100 feet into the surrounding woods. Trees, 
shrubs and a stone marker and plaque have been 
placed there. 


Hospital Staff Appointments. — 


Dr. Benjamin W. Rawles, Jr., has been elected 
chief of staff at Richmond Memorial Hospital, suc- 
ceeding Dr. Henry W. Decker. Vice chief of staff 
is Dr. Meyer Vitsky and secretary is Dr. Fleming W. 
Gill. New division chiefs are: Dr. William Young, 
general practice; Dr. Emmett Mathews, medicine; 
Dr. W. Hughes Evans, obstetrics and gynecology; 
Dr. W. M. Monroe, pathology; Dr. Donald P. King, 
radiology; Dr. Rawles, surgery. Chiefs of services 
are: Dr. T. W. Murrell, Jr., dermatology; Dr. James 
B. Black, internal medicine; Dr. George K. Brooks, 
Jr., neuropsychiatry; Dr. H. T. Dougan, pediatrics; 
Dr. Thomas Walker, anesthesiology; Dr. S. E. Bear, 
oral surgery; Dr. John S. Archer, otorhinolaryn- 
gology; Dr. B. H. Martin, Jr., ophthalmology; and 
Dr. Frank P. Coleman, general surgery. 


Dr. Charles A. Hudson is president of the Alex- 
andria Hospital Medical Staff, succeeding Dr. 
Adrian J. Delaney. Dr. George Speck is president- 
elect, and Dr. James D. Mills, secretary-treasurer. 
Drs. Charles Amole, John Watson and Thistle McKee 
have been named to the executive committee. Dr. S. 
H. Williams has been elected chief of the depart- 
ment of medicine; Dr. Robert H. Anderson chief of 
the department of pediatrics; Dr. Carson Lee Fifer 
chief of the surgical service, with Dr. Herbert D. 
Wolff, Jr., as vice chief; and Dr. Harrison Picot 
chief of obstetrics and gynecology. 


Dr. William P. Frazer, Hamilton, has been elected 
chief of staff of the Loudoun Hospital, succeeding 
Dr. Joseph M. Rogers. Dr. Keith M. Oliver, Pur- 
cellville, is vice chief and Dr. Earl E. Virts, Jr., 
Leesburg, secretary. 
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Dr. R. L. Brickhouse has been elected president 
of the Virginia Baptist Hospital, Lynchburg; Dr. 
Earl T. Owen, vice president, and Dr. Edwin B. 
Vaden, secretary. Others named to the executive 
committee are Drs. H. L. Riley, Jr., John C. Risher, 
L. R. O’Brian, Jr., J. E. Warren, L. M. Howard, 
Jr., and T. W. Stewart. 


Dr. Andrew Shapiro has been installed as presi- 
dent of the Jefferson Hospital board of directors, 
Roanoke, succeeding Dr. A. M. McCausland. Dr. 
William Tice is vice president and Dr. Lee Shaffer 
secretary-treasurer. Dr. Charles Peterson is a three- 
vear director. 


Dr. Thomas Jennings has been elected president 
of the Bedford County Memorial Hospital, succeed- 
ing Dr. Glenn Hardy. Dr. Jesse M. Tucker, Jr., 
is vice-president and Dr. Dennis H. Robinson, sec- 
retary. 


The Annual Clinical Conference 


Of the Louise Obici Memorial Hospital, Suffolk, 
will be held on March 4th. The program is as 
follows: Oral Manifestations of Endocrine Dys- 
function and Certain Metabolic Diseases by Dr. 
Harold M. Syrop, Associate Professor of Oral Diag- 
nosis, Medical College of Virginia; The Manage- 
ment of Dehydration by Dr. T. Franklin Williams, 
Assistant Professor of Medicine and Preventive 
Medicine, The University of North Carolina; The 
Management of Vascular Disease—Panel Discussion 
with Dr. David Hume, Professor of Surgery, Med- 
ical College of Virginia, as moderator, and Dr. 
Gerald Pratt, Attending Surgeon, Chief Cardio- 
vascular Service, Department of Surgery, St. Vin- 
cents Hospital, and Associate Clinical Professor of 
Surgery, New York University College of Medicine; 
Dr. Andrew Prandoni, George Washington Univer- 
sity School of Medicine, Washington; and Dr. F. 
Bernheim, Professor of Pharmacology, Duke Uni- 
versity, School of Medicine. At the evening session, 
the dinner speaker will be Colonel Carl F. Tessmer, 
Chief of Radiological Injury, Radio-biology Section, 
Armed Forces Institute of Pathology. His subject 
will be Late Effects of Radiation. 

Further information may be secured from Dr. 
George J. Carroll, Suffolk, who is chairman of the 
Program Committee. 
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Heart Fund Campaign. 


As medical science continues to open doors on 
the mysteries of the causes and possible cures for 
diseases of the heart and circulatory system, the 
Virginia Heart Association and its affiliates are 
preparing to launch their annual Heart Fund cam- 
paign to finance programs of heart research, lay and 
professional education, and ccmmunity service. 

This campaign, under the leadership of Major 
General John T. Sprague (U. S. Air Force, Ret.), 
1959 Heart Fund Campaign Chairman, will be con- 
ducted during February—Heart Month. 

Figures compiled by the Virginia Bureau of Vital 
Statistics show that there were 32,994 deaths in 
Virginia in 1957. Of this number, 17,038 or 51.64 
per cent of all deaths were caused by diseases of 
the heart and circulatory system. 

In 1957, the latest year for which total national 
figures have been compiled, more than 877,000 
Americans died of heart and blood vessel diseases. 
Close to 246,000 of these victims were in the most 
productive years of their lives—less than 65 years 
old. 

While the heart diseases are still the leading 
cause of death in the United States, great progress 
has been made in the past several years in controlling 
many heart ailments. We are witnessing impressive 
benefits from the research, education, and community 
service programs of the Heart Association. Medical 
scientists, aided by Heart Association research 
grants, have created remarkable new techniques for 
performing heart-saving surgery, devised new tools 
for accurately diagnosing heart and blood vessel 
disorders, and developed new methods for treating 
and controlling the heart diseases more effectively. 

Physicians have been kept informed of research 
progress through American Heart Association pub- 
lications, through teaching materials and through 
scientific meetings. And, in cities and towns through- 
out the nation, they have applied this new knowledge 
for the benefit of all patients. 

Since 1950, Virginia Heart Association and its 
chapters have spent $308,937.11 in research and 
medical education fellowships. Of this amount, 
$70,862.60 was spent at the University of Virginia 
School of Medicine, $63,793.22, at the Medical Col- 
lege of Virginia, and $174,281.29 was pooled with 
American Heart dollars in the support of research 
at various other institutions throughout the United 
States. Research anywhere helps hearts everywhere. 

In the past 10 years, more than 32 million Heart 
Funds dollars, contributed throughout the United 
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States, have been channeled into cardiovascular 
research. 


Without these coordinated efforts of the public 
and medical science, so much progress could never 
have been made in so short a time. With the help 
of the Heart Fund, this partnership will produce 
even greater advances in the years to come. 


Dr. Leta J. White, 


Formerly of Petersburg, is now located in Gaffney, 
South Carolina, for the practice of pediatrics. In 
August, 1957, she went to Nigeria for six weeks 
work at the Baptist Mission Hospitals. Soon after 
arriving, she received an urgent invitation to remain 
for a year due to the terrific shortage of doctors. 
She worked in a number of the mission hospitals in 
Nigeria and also visited Presbyterian Mission Hos- 
pitals in the Belgian Congo and Dr. Schweitzer’s 
Hospital in French Equatorial Africa. 


Dr. Bradford Retires. 


Dr. Kenneth Bradford, Staunton, retired from 
active practice the first of December. In addition 
to his private practice for more than fifty years, he 
served for years as health officer and gave his serv- 
ices to many free clinics. An editorial in The Staun- 
ton Leader stated: “He has nobly exemplified the 
high principles of his profession, of citizenship and 
churchmanship, and his hundreds of friends and 
admirers unite in best wishes for many years of 
happiness in his home and in travel to see his chil- 
dren and grandchildren and parts of America and 
perhaps of the world for which he has had all too 
little time.” 


American Congress of Physical Medicine and 
Rehabilitation. 


The 37th annual scientific and clinical session of 


the Congress will be held August 30-September 4, 
1959, inclusive, at the Hotel Leamington, Minne- 
apolis. All sessions will be open to members of the 
medical profession in good standing with the Amer- 
ican Medical Association and/or state or county 
medical association. 

Full information may be obtained from the Execu- 
tive Secretary, Dorothea C. Augustin, 30 North 
Michigan Avenue, Chicago 2, Illinois. 


American College of Allergists. 


The graduate instructional course and annual 
congress will be held March 15-20, at the Mark 
Hopkins Hotel, San Francisco. Further information 
may be obtained from Dr. John D. Gillaspie, treas- 


_ urer, 2049 Broadway, Boulder, Colorado. 


Licensure Examination for Physical Thera- 
pists. 


The Virginia Board of Medical Examiners has 
scheduled the next examination for physical thera- 
pists for February 14th. The examination will be 
held at the Medical College of Virginia, 3rd floor 
Memorial Hall, and will begin promptly at 8:30 
A.M. 

Candidates must make application to the Board 
prior to sitting for the examination. For further 
information, write State Board of Medical Exam- 
iner, 631 First Street, Southwest, Roanoke, Vir- 
ginia. 


Wanted. 


Young male psychiatrist, Diplomate or Board 
eligible. To direct privately operated out-patient 
clinic. Salary $16,000 to $18,000, plus commission 
factor. Write #600, care the Virginia Medical 
Monthly, 4205 Dover Road, Richmond 21, Virginia. 
(Adv.) 
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THE PROGRAM COMMITTEE has recently requested those members wishing to 


present papers during the 1959 Annual Meeting (Roanoke, October 4-7) to submit 
100 word abstracts by March 15. Abstracts may be sent directly to the State Office. 


THE DOCTOR DRAFT ACT, with its amendment for calling up physicians under 
age 35, will expire next June 30. It is expected that the Department of Defense will 
ask Congress to extend the regular draft and the physician amendment. Although 
the Doctor Draft has not been invoked during the past two years, the Defense Depart- 
ment believes it will be needed next year. 


PRESIDENT EISENHOWER will soon name a committee of educators and repre- 
sentatives of the professions, labor, management, finance “and every other kind of use- 
ful activity” to set long range goals for the nation. According to the President, the 
committee will be concerned with living standards, health and education and better 
assurance of life and liberty. The committee will also attempt to point out methods 


to meet such goals, and to indicate which levels of government—local, state or federal 
—should assume responsibility. 


The President, in his State of the Union Message, said that such a committee could “ef- 
fectively participate in making the necessary appraisal of the potentials of our future. 
The result would be established naticnal goals that would not only reflect the brightness 
of our finest dreams, but would meet the stern tests of practicality.” 


THE WORLD’S POPULATION increased by 47,000,000 during 1958, according to a 
report by the Population Reference Bureau. This growth exceeds the total population 
of all New England states, plus those of New York, New Jersey, Pennsylvania and Mary- 


land. The Bureau reports that if the present birth rate continues, the world population 
in 1980 will be more than four billion. It is anticipated that a great percentage will then 
be living in what are now known as underdeveloped countries. 


THE LATEST HILL-BURTON REPORT from the Washington Office of the AMA 
indicates that three new Virginia projects, totalling $1,778,400 were approved during 
December. It also shows that 73 projects, supplying 2,793 beds at a total cost of $52,- 
916,052 have been completed. Twenty-four projects are under construction and ten 


others will soon be started. 
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THE 85 MEDICAL SCHOOLS in the United States are the well-spring from which all 


attack on disease, and all solutions of health problems come. Not only do they furnish 
us with physicians, trained workers and medical scientists, but they also carry on a 
majority of the research activities that have contributed to great advances in medical 
knowledge so apparent in our time. This is what our medical schools do today: 


TEACH 29,334 undergraduate medical students, of whom approximately 7,000 will 
graduate. 


INSTRUCT 62,964 other students—that is, interns, residents, practicing physicians, 


research scientists and dental, pharmacy and nursing students. 


SERVE approximately 37,000 family doctors, health officers, hospital staff members, 
specialists and other practitioners through short courses. 


PROVIDE 2,400,000 men, women and children with free medical care valued at 
$120,000,000, through associated teaching hospitals and clinics. 


CONDUCT research projects costing more than $60 million for corporations, gov- 


ernmental agencies, hospitals and foundations—plus the -basic research financed by 
teaching budgets. 


MAINTAIN a steady flow of new health and medical knowledge through books, 
pamphlets, professional journals, magazines and news services. 


FURNISH, through their faculty members, leadership wal guidance i thousands 
of health agencies, organizations, and foundations. 


Plan now to contribute to the AMEF during 1959: 


THE FAILURE OF ALMOST SIXTY PER CENT of our population to secure Salk 


vaccine has alarmed our nation’s medical leaders, and a recent conference was held in 
Washington to study the problem. The conference, attended by officials from many + 
national medical groups, praised the recommendations recently adopted by the AMA 
House of Delegates. The House recommended that (1) each physician assume respon- 
sibility for making sure that all members of families he sees are fully vaccinated; (2) 
state medical societies work with state health departments to bring county and local 
medical societies together with health departments to work out vaccination programs; 
(3) county medical societies meet with local health departments to make surveys of local 
problems and devise ways to meet local situations. 
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Obituaries .... 


Dr. Lewis Conrad McNeer, 


Prominent physician of Bristol, died December 
10th. He was on a business trip to Clintwood and 
suffered a heart attack, dying almost instantly. Dr. 
McNeer was eighty years of age and graduated from 
the former Maryland Medical College in 1904. He 
practiced in Dante before locating in Bristol in 1942. 
Dr. McNeer was considered one of the area’s best 
known businessmen. In addition to the practice of 
general medicine and surgery, he was active in sev- 
eral business operations. He was on the staff of the 
Bristol Memoria] Hospital and was an Elk, a Mason 
and a member of the Kiwanis Club. Dr. McNeer 
was a Life Member of The Medical Society of Vir- 
ginia, having joined in 1911. 

His wife, three children and six grandchildren 
survive him. 


Dr. Howson Wallace Blanton, 


Well-known Richmond physician, died December 
12th following a heart attack. He was sixty-six years 
of age and a graduate of Columbia University Col- 
lege of Physicians and Surgeons in 1917. Dr. Blan- 
ton had practiced in Richmond since 1920. He was 
associate professor of medicine at the Medical Col- 
lege of Virginia. Dr. Blanton was past president 
of the Hampden-Sydney College alumni association, 
a mmber of the Society of the Cincinnati and the 
Society of Colonial Wars. He had been a member 
of The Medical Society of Virginia for thirty-eight 
years. 

Dr. Blanton is survived by his wife and a daughter. 
A brother is Dr. Wyndham B. Blanton. 


Dr. John Gill Holland, 


Lynchburg, died December 24th. He was fifty- 
six years of age and received his medical degree from 
the University of Tennessee in 1932. Dr. Holland 
was an eye, ear, nose and throat specialist. He was 
a veteran of World War II, a Mason and member 
of the Kiwanis Club. At the time of his death, Dr. 
Holland was president-elect of the Lynchburg Acad- 
emy of Medicine and was on the staffs of the Vir- 
ginia Baptist, Lynchburg, and Memorial Hospitals. 
He had been a member of The Medical Society of 
Virginia for seventeen years. 

His ‘wife and a son survive him. 
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Dr. John Franklin Williams, 


Formerly of Richmond, died December 25th in 
Marion. He was fifty-eight years of age and a grad- 
uate of the Medical College of Virginia in 1942. 
Dr. Williams was a member of the staff of South- 
western State Hospital in Marion. He was a mem- 
ber of The Medical Society of Virginia, having 
joined in 1944. 


His wife, three daughters and a son survive him. 


Dr. Charles Loren Ransom, 


Danville, died in an automobile accident on De- 
cember 14th. It is believed he fell asleep and ran 
off the road, death being attributed to a broken neck. 
He was thirty-eight years of age and graduated from 
the State University of New York, College of Medi- 
cine, in 1945. He had been in Danville for five years 
and was associated in the practice of surgery and 
urology with Dr. Ralph Landes. Dr. Ransom was 
recently appointed to the faculty of the Bowman 
Gray School of Medicine in Winston-Salem. He was 
a member of The Medical Society of Virginia. 


His wife and three children survive him. 


Dr. Cockrell. 


Dr. Loren Eugene Cockrell, prominent physician of 
Reedville, Northumberland County, for fifty-nine years, 
was born at “Melville”, home of his parents Lyttleton 
and Agnes Harcum Cockrell, in Northumberland County, 
May 5, 1870. He died November 15, 1957, at the home of 
his daughter, in his eighty-eighth year. 

Dr. Cockrell attended Randolph Macon College and 
received his medical degree from the University of Mary- 
land in 1894. After a year as clinical assistant at the 
medical school he returned to Northumberland County in 
1895 and began his practice uf medicine in Reedville. 

On July 12, 1899, he married Miss Nettie Lindsay 
Gates of Richmond, whose death occurred on November 
4, 1952. To them were born seven children, five sons 
and two daughters. 

Dr. Cockrell was a charter member of the Northern 
Neck Medical Association, member of the American 
Medical Association, Southern Medical Association and 
The Medical Society of Virginia. 

In spite of a practice which extended over a large 
area, Dr. Cockrell was keenly interested in many civic 
and religious affairs of the community. 

He served for a number of years on the County School 
Board, County Board of Health and from 1914 to 1954 
as Assistant Surgeon of the United States Public Health 
Service. At the time of his death, he still served as a 
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Steward in Bethany Methodist Church, Reedville. 

At a meeting of the Northern Neck Medical Association 
held at Tides Inn, Irvington, on October 23, 1958, the 
Association wishing to express tribute to the memory of 
their late associate, Dr. Loren E. Cockrell, the following 
resolutions were read and unanimously adopted: 

Wuereas, God in His infinite wisdom has removed from 
our midst a sincere friend and loyal colleague, who faith- 
fully served his community and State, 

Be ir Reso.vep that in the death of Dr. Cockrell, the 
profession has lost a valued associate and the community 
a useful and esteemed citizen. 

BE IT FURTHER RESOLVED that these resolutions be spread 
on the minutes of the Northern Neck Medical Association, 
and a copy sent to the family, and to the Virginia Medical 
Monthly for publication. 


Dr. Kyle 


Wuereas Almighty God in His Infinite Wisdom didst 
removed from our midst our loyal friend and co-worker 
in the Art of Healing, Bernard H. Kyle, M.D., August 
22, 1958. The Lynchburg Academy of Medicine requests 
that the following resolutions be spread upon the minutes 
of its meeting and that a copy. be sent to his family and 
to the Virginia Medical Monthly. 

BE IT THEREFORE RESOLVED that the Lynchburg Academy 
of Medicine, the surrounding community, the City of 
Lynchburg. The Medical Society of Virginia, and his 
friends, have lost a valuable member of strong character, 
evidenced by his high ideals, devotion to duty, and his 
strict moral and ethical standards. 

BE IT FURTHER KNOWN that during his professional 
career he rendered valuable services to the physicians, 
patients, and hospitals of this community. 

He was a pioneer in this community in his specialty as 
an orthopaedic surgeon, and was largely responsible for 
raising this specialty to its present high level. 

He also rendered distinguished services to his country 
in active combat with the Second Division during World 
War I, receiving several decorations. And in World 
War II, he took an active part in this community, render- 
ing valuable services. 

BE IT FURTHER RESOLVED that we, the members of the 
Lynchburg Academy of Medicine, miss him deeply, and 
extend to his wife, child, and family, our sincere and 
deepest sympathy, but that we feel that Divine Providence 
has supervened and taken unto Itself our beloved friend 
and co-worker. 

James R. Gorman, M.D., Chairman 
Wittiam T. M.D. 
Simon H. RosentHAL, M.D. 


Dr. Farley 


Wuereas God in His infinite wisdom has removed Lin- 
wood Farley, M.D. from our midst on November 18, 1958, 
in his fifty-eighth year, we, the members of the Williams- 
burg-James City County Medical Society, are grieved 
upon the loss of our colleague and President. 
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Dr. Farley, a native of Amelia County, attended Ran- 
dolph-Macon Academy and the University of Richmond. 
He was graduated a Doctor of Medicine from the Medical 
College of Virginia in 1928. Following internship at the 
Petersburg Hospital, he established his practice in Court- 
land in 1929. He enrolled in the Johns Hopkins School of 
Public Health in 1935. Later he became associated with 
the Virginia State Department of Health, and served in 
health departments in Hanover and Augusta counties. 

He has been Director of Public Health for the City of 
Williamsburg, and the counties of Charles City, New 
Kent, James City and York since 1947. His accomplish- 
ments for the welfare of this community and the adjacent 
counties are well known. He met successfully the chal- 
lenge to the health facilities of this area during the James- 
town Festival in 1957. 

He served our Society as Secretary-Treasurer in 1955, 
Vice-President in 1956 and 1957, and President in 1958. 
We count it a great privilege to have known him, to have 
worked with him as a physician, and to have been in this 
Society with him. 

THEREFORE, BE IT RESOLVED that we convey to his 
bereaved family our regard of him and our sympathy in 
their loss, and 

Be iT RESOLVED FuRTHER that this Society record in its 
minutes our sorrow upon his death, and that this me- 
moriam be sent to Mrs. Farley, and also to the Virginia 
Medical Monthly. 

G. Stokes, M.D. 
CarLTon J. Casey, M.D. 


Dr. Agnew 


Wuereas Almighty God has called from our midst our 
fellow co-worker and friend, Lloyd C. Agnew, October 8, 
1958, the Lynchburg Academy of Medicine requests the 
following resolution be spread upon its minutes and a copy 
be sent to his family and to the Virginia Medical Monthly. 

BE 1T THEREFORE RESOLVED that the Lynchburg Academy 
of Medicine, the City of Lynchburg and surrounding com- 
munity, The Medical Society of Virginia, and his many 
friends have lost a valued member, whose ideals, devotion 
to duty, moral and ethical standards were of the highest 
caliber. 

Be itr FurTHER Known that during his professional 
career he rendered invaluable services to the physicians, 
patients, and hospitals of this community. In his chosen 
specialty of anesthesiology, he was a pioneer in this com- 
munity and lived to further and see its advance, not only 
in this community, but in this State. 

He served his country with honor during World War 
Il, rendering his services in active combat throughout the 
entire Pacific Campaign. 

Be ir FurTHER RESOLVED that we, the members of the 
Lynchburg Academy of Medicine, miss him deeply and 
extend to his wife and children our sincere and deepest 
sympathy. 

Ropert L. Morrison, M.D., Chairman 
T. Pucu, M.D. 
Cuarves H. Sackett, M.D. 
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when psychic 


symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 


Dartal promotes emotional balance 

Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 

Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 


artal 


dihydrochloride brand of thiopropazate dihydrochloride 


SEARLE 
*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 
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Gill Memorial Eye, Ear and Throat Hospital 


Announces to the Profession 
its 
THIRTY-SECOND ANNUAL SPRING CONGRESS 


in 


OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 6 through April 11, 1959 
GUEST SPEAKERS 


JoserH P. Atkins, Philadelphia, Pa. 
Watter S. Atkinson, M.D.__..Watertown, N.Y 
KENNETH D. Bartey, M.D._~---- Fairmont, Va. 
Rear ApMrrRAL Bruce E. BrapLey 

Washington, D.C. 
F. Wittson Datry, Roanoke, Va. 
S. Davies, Detroit, Mich. 
Francis P. Furcivere, M.D..-_- Philadelphia, Pa. 
Irwin A. Grnsperc, M.D._---- Buffalo, New York 
Bayarp T. Horton, M.D.__----- Rochester, Minn. 


Wewnpett L. Hucues, M.D._----- Hempstead, N.Y. 
jouw H. Kine, M.D............ Washington, D.C. 
Georce T. Nacer, Baltimore, Md. 
Rosin M. Ranxow, New York, N.Y. 
KENNETH L, Roper, Chicago, IIl. 
A. D. Ruepemann, M.D..-.--.--.- Detroit, Mich. 
Russett A. Sace, Indianapolis, Ind. 
Jutes G. Wattner, New York, N.Y. 
Epncar N. Weaver, Roanoke, Va. 
WALTER L. WINKENWERDER, M.D._-Baltimore, Md. 


For further information write: 


Superintendent, P.O. Box 1789 


Roanoke, Virginia 


= 
413-21 SruartT 
RICHMOND, VIRGINIA 

Medicine: Surgery: 

MANFReED Catt, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris Pinckney, M.D. Cuarwes R. Rostns, Jr., M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMS, M.D. 
Joun Catt, M.D. RicHarp A. Micnaux, M.D. 
WynpuHam B. Branton, Jr, M.D. CARRINGTON WILLrAMS, Jr., M.D. 
FRANK M. BLanton, M.D. ARMISTEAD M. WILLIAMS, M.D. 
Joun W. Powett, M.D. Urological Surgery: 

Obstetrics and Gynecology: FRANK Po te, M.D. 

Wa. Durwoop Succes, M.D. Oral Surgery: 
Spotswoop Rosins, M.D. Guy R. Harrison, D.D.S. 
Davin C. Forrest, M.D. Plastic Surgery: 

Hunter S. Jackson, M.D. 
Bevertey B. Crary, M.D. Roentgenology and Radiology: 
James B. Darton, Jr., M.D. Frep M. Hopnces, M.D. 

Pediatrics: L. O. Sneap, M.D. 

Hunter B. FriscuKorn, Jr., M.D. 
Cuartes P. Mancum, M.D. C. Barr, M.D. 
Epwarp G. Davis, Jr., M.D. Pathology: 
Ophthalmology, Otolaryngology: James B. Roperts, M.D, 
W. L. Mason, M.D. Physiotherapy: 

Anesthesiology: Miss ETHELEEN DALTON 
B. Moncure, M.D. Director: 

Owen, Jr., M.D. Cuares C. Houcu 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery 

HUNTER H. McGUIRE, M.D. WEBSTER P. D. 

MARGARET NOLTING, M.D. JOHN H. REED, JR., 

JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE. JR., M.D. 

pi H. HARRIS, JR., — JOSEPH W. COXE III, M.D. 

OHN B. CATLETT, M 
ROBERT W. BEDINGER, M.D. Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 

Orthopedic Surgery 

JAMES T. TUCKER, M.D. Urology 

BEVERLEY B. CLARY, M.D. I. DODSON, 

EARNEST B. CARPENTER, M.D. CHAS. M. NELSON. 

JAMES B. DALTON, JR., M.D. AUSTIN, L DODSON, «r.. M.D. 
Ophthalmology, Otolaryngology Pediatrics 

FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


Free Parking for Patrons 


Obstetrics 


w. Reo EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 
JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J, H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, 


RICHMOND EYE HOSPITAL 


RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS : JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsiey, M.D. Doucitas G. CHAPMAN, M.D. 


Urology General Surgery and Gynecology Internal Medicine 
Austin I. Dopson, Jr., M.D. Ecmer S. Ropertson, M.D. 

Urology James T. Gianoutis, M.D. Internal Medicine 
J. Epwarp Hu, M.D. T. E. Stantey, M.D. 


Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, 4dministrator 


Appalachian Ball © Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wm. Ray GnrirFFin, Jr., M.D. Mark A. GrirFin, M.D. 

Ropert A. GriFFIN, JR., M.D. Mark A. GriFFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, AsHevILLe, N. C. 
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BRADLEE MEDICAL BUILDING 
Adjacent to Bradlee Shopping Center 
Now Leasing—Open Fall 1959 
Just off Shirley Highway in Virginia’s highest- i 
density population area, within a half mile of JOHNSTON WILLIS 
two major hospitals. Custom suites for doctors 


and dentists at moderate rentals. HOSPITAL 


Agents: WEISSBERG BROS. REALTY 


404 Radio Building 
Arlington 1, Virginia RICHMOND, VIRGINIA 


JAckson 5-0606 


The State Board of Medical Y 
Examiners of Virginia | 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Richmond | A MODERN GENERAL HOSPITAL 


Hotel, Richmond, Virginia, June 17, 1959. The PRIVATELY MANAGED 


examinations will be held in the Gray’s Armory, 


J 8-20, inclusive. All licati d oth 
tee SITUATED IN THE QUIET OF THE 
to matters to be discussed by the Board must be WEST END RESIDENTIAL SECTION 


on file in the Secretary’s office on or before May 
27, 1959. The Secretary of the Board is Dr. K. 
D. Graves, 631 First Street, S. W., Roanoke, 
Virginia. 


© “Understanding Care” @ 


* Skilled Nursing Care for Your Elderly and Chronic Patients | 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


Asoreved Each Guest Under Care of His Own Doctor. see om 
24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 


52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-277] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Wri P 2112 Monteiro Ave. 
Bernard Mason, Adm. TERRACE HILL NURSING HOME 22, 


@ Kidde ATMO Fire Detection System Equippede 
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Relieve migderate or severe pin 
Reduce fever 


Alleviate the general malaise of | 
upper respiratory infections 


TABLOID 


maximum codeine analgesia /optimum vretic action 


“Subject to Federal Narcotic Regulations 
ral BURROUGHS WELLCOME & CO. (U.S.A. Tuckahoe, New York 


Sumbols 


OF 
PROVEN 
PAIN 
RELIEF 
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Codeine Phosphate . 
Phenobarkita! 
Acetophemetidin . gr. 2% 


Aspirin ( 


ax 


Phenobarbital 


Aeetophenetidin - OF. 2% 
Aspirin (Acetylsalieylie AGMA? . 3% 


...from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


Acetophenetidin ............... 97.2% 
Aspirin (Acetylsalicylie Acid) ..... . . gr. 3% 


..from mild pain complicated by tension and restlessness. 


® 
Acetophenetidin ............... 97.2% 
Aspirin (Acetylsalicylic Acid) ..... 3% 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 


Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE §S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


MRS. PLYLER’S © 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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SAINT ALBANS 


| PRIVATE PSYCHIATRIC HOSPITAL 


Ve 


James P. King, M.D., Director 
Daniel D. Chiles, M.D. James K. Morrow, M.D. William D. Keck, M.D. 

Clinical Director Clara K. Dickinson, M.D. J. William Giesen, M.D. 
Internist (Consultant) 


AFFILIATED CLINICS 

Pawar eg Bluefield Mental Health Center Beckley Mental Health Center 

A 1 Sc P ohD. 525 Bland St., Bluefield, W. Va. 207% McCreery St. 
>. Se. David M. Wayne, M.D. Beckley, W. Va. 

Don Phillips, Administrator W. E. Wilkinson, M.D. 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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Your trust in our integrity built this service record 


PEOPLES DRUG STORES Filled 


PRESCRIPTIONS 


CONFIDENCE 
TRUST ¢ INTEGRITY 


Always ...the extra 
ingredient in every 
Peoples Prescription 


EACH YEAR, MORE and 
MORE PEOPLE BRING 
45) THEIR PRESCRIPTIONS 
; TO “PEOPLES” 


Each of the 174 Modern, Completely Equipped 
Peoples Prescription Departments is manned with 
Registered Pharmacists and fully stocked with the 
freshest and finest drugs available from the nation’s 
most respected Pharmaceutical Laboratories. 


PEOPLES Certified 
PRESCRIPTIONS 


AT ALL PEOPLES DRUG STORES 
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HER concepts 
of 
cleansing | 
have | 
changed... 


Today she would prefer 


TRICHOTINE® 


for her most personal cleansing 


THE FESLER COMPANY, INC. © 375 Fairfield Ave., Stamford, Conn. 


For the 


in very special cages 


Discriminating a very superior brandy... 
= speci 
Eye Physician 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 
A. G. JEFFERSON 
Ground Floor Allied Arts Bldg. 


Exclusively Optical 
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Always 


Good Taste! 


J WwW. 

son 
LLERS. 
qual 


Generations of 
skill in the art 
of whisky making 
are reflected 

in the good taste 
of Johnnie Walker 
Scotch. Why not 


try some soon? 


-/OHNNIE [WALKER 


SCOTCH WHISKY 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


os 


Jobn Marshall William Byrd 
King Carter Richmond 


Richmond Hotels Incorporated 


At All 
DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


SAFE SERVICE DRUG STORES 
Prescription Specialists 


Lynchburg, Va. 
Danville, Va. 


Martinsville, Va. 
Altavista, Va. 
Winston-Salem, N. C. 
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Detergents are the modern, efficient way of 
cleansing. They provide greater surface activity 
and assure effective penetration. 

Trichotine is the modern detergent vaginal 


douche. Unlike vinegar or low pH douches, 
Trichotine cuts through viscid leukorrheal dis- 


in vaginitis—vulvovaginitis— 
cervicitis—pruritus vulvae— 


® 
ICHOTINE 
hygienic irrigation 


YOUR concepts of | 


cleansing have 


changed... 


charge and allows complete penetration of its 
healing and soothing ingredients. Trichotine is 
bactericidal and promotes epithelization. It 
offers quick relief from pruritus, and its re- 
freshing, soothing action is reassuring even to 
your most fastidious patients, 


write for samples and literature to THE FESLER COMPANY, INC. * 375 Fairfield Ave., Stamford, Conn. 


SIGN OF GOOD TASTE 
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use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY INFILTRATION NERVE BLOCK 


Xylocaine HC} solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration __. 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 ce. and 50 cc. vials; 0.5%, 

1% and 2% without epinephrine and with epinephrine 1 :100,000; also 

in 2 ec. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ Hc! SOLUTION 


(brand of lidocaine*) 


ae Astra Pharmaceutical! Products, Inc., Worcester 6, Mass., U.S.A. ‘ 


PAT. NO. 2,441,498 MADE IN USA. 
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§ prompt, aggressive 
antibiotic action 

ua reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides suearenes initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


phate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg. / 125,000 «.), bottles of 16 and 100.\ 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./ 100,000 u. per ce.). 10 ce. dropper bottles, 


Squiss G11; Squibb Quality — the Priceless Ingredient 


ano ‘wroostarin ® ane squise TRADEMARKS 
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* 
PENETRATES 


SOFTENS FECES 


ADDS FORMED BULK 


EASES EVACUATION 


*Unique encapsulation of 
millions of minute oil 
globules by Irish moss 
assures complete pene- 
trant diffusion in stools. 


IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS (patch) 


PROVEN SAFE...EFFECTIVE - IN PREGNANCY - IN 
CHILDHOOD + IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS - THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 

for the average patient 

KONDREMUL (Plain) 

containing 55% mineral oil. Bottles of 1 pint. 

for more hypotonic cases 

KONDREMUL WITH CASCARA 

0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 
Bottles of 14 fl.oz. 

for more resistant constipation 

KONDREMUL WITH PHENOLPHTALEIN 


0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 
Bottles of 1 pint. 


THE E. L. PATCH COMPANY Stoneham, M 


» TOYEARS OF SERVICE TO THE MEDICAL PROFESSION 


VIRGINIA MEDICAL MONTHLY 
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Whenever 
the diet is faulty, 


the appetite poor, 
¥ or the loss of food 
is excessive 
through vomiting 

or diarrhea— 


Adolescence 


Valentine’s 
V4 MEAT EXTRACT 


stimulates the appetite, 
. ¢ increases the flow of 

fant diarrhea, digestive juices, 
¥ provides: supplementary 
% amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin By, 

§ protective quantities of 
>, potassium, in a palatable and 
«, readily assimilated form. 
Debili 

troint 

conditions 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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FOR IRON DEFICIENCY ANEMIAS 
THE ORIGINAL HEMATONIC 
WITH “INSURED IRON” 


GLOBOTRIN’ 


@ insured for therapeutic effect by inclusion of vitamin 
and enzyme metabolites 


@ insured against side effects by better tolerated ferrous 
lactate and methyicellulose to maintain ‘‘bowel equilibrium” 
@ particularly valuable for pregnant and geriatric patient: 
@ easy to take — in smail, thinly coated tablets 


EACH RED, COATED TABLET CONTAINS: 
Ferrous lactate 195mg. Ger) 
(supplying 37 mg. elemental iron) 
Vitamin 8.2 crystalline with 
intrinsic factor concentrate . . 0.5 U.S.P. unit® 
Thiamine hydrochioride . . . . . 25m 


Ascorbic acid 6 50 mg. 
Betaine hydrochloride . . . . . . . 60 mg. 


*Potency before 
Supplied in bottles of 60 tablets. 


{ patch THE E.L. PATCH COMPANY 


7O YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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as designated by the A.M.A. Council On Drugs, 1958 


Specific Antihistaminic Effect 


reduces—erythema, excoriation 
and extent of lesions'* 


Recommended Oral Dosage: 
50 mg. q.i.d. initially; adjust according to 
individual response. 


References: 1. Feinberg, A. R., et al.: J. Allergy 
29 :358 (July) 1958. 2. Eisenberg, B. C., Clinical 
Medicine 5:897-904 (July) 1958. 3. Robinson, 
H. M., et al.: J.A.M.A. 161:604-606 (June 16) 
1958. 4. Robinson, H. H., et al.: So. Med. J. 
50:1282 (Oct.) 1957. 


*Trademark 


Psychotherapeutic Potency 
relieves—tension, anxiety 
and itching.’ 


Supplied as: 

Vistaril Capsules—25 mg., 50 mg., 100 mg. 
Vistaril Parenteral Solution—10 cc. vials 
and 2 cc. Steraject® Cartridges, each cc. 
containing 25 mg. hydroxyzine (as the HCl) 


GED Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co. Inc., Brooklyn 6, N. Y. 


MepIcAL MONTHLY 
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A few suggestions on how to give 


your patient a diet he can “stick-to” — 


The Low 
Sodium Diet 


Here are some things your patient can do 
to season his Low Sodium Diet. Spices and 
herbs, lemon and lime, variously flavored vine- 
gars and some pepper are all he needs. 

Thyme, marjoram and pepper add zest to 
hamburger. Chicken’s delicious with lemon, 
rosemary and sweet butter to baste. He can 
try sweet butter with nutmeg on green beans, 


—and a glass of 
beer, with your 
consent for a 
morale-booster 


savory on limas, tarragon with carrots, basil 

with tomatoes. Onions boiled with whole clove 

and thyme delight the taste of an epicure! 
With these flavor tricks to add zest to his 


meals—and a glass of beer* now and then, at 


your discretion, your patient has a diet that’s 
both good tasting and good for him. 


*Sodium: 7 mg./100 gm., 17 mg./8 oz. glass (Average of American Beers) 


United States Brewers Foundation <A 
Beer — America’s Beverage of Moderation %, 
If you'd like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Vo 
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OTITIS EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS MEDIA 


EAR DROPS | 


Manner of Use: FUNGICIDAL 
After gently cleansing and drying the ANALGESIC 


ear canal, Otamylon (2 or 3 drops or 
moistened wick) is applied three or four HYGROSCOPIC 


times daily. Otamylon is a clear, odorless, 
Supplied: sterile, viscid liquid containing: 


® 
Otamylon—bottles (15 cc.) with dropper. Sulfamylon HCl 
Otamylon ¢ Hydrocortisone—15 cc. com- Benzocaine 
bination package to be mixed prior to Anhydrous glycol q.s. 100 
dispensing. 
Otamylon with Hydrocortisone: 


. Same formula with 0.02% 
withneb LABORATORIES hydrocortisone. 
New York 18 N.Y. 


Otamylon and Sulfamylon (brand of mofenide), trademarks reg. U. S. Pat. Off. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


(brand of hydroxyzine) 


WORKING abu 1S 


wall sulted 
Car, oF 


is “effect: 
comtroline tensiontand 
antiely.... 
it af exc 
rm out-patient in 
‘patie 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 m 3-6 years, wight tablet t.i.d. : Supplied: Tablets, bottles 
ior disorders tabi over 6 years, two tablets t.i.d. Syrup, 
rentera ution ce. 


For adult tension mg. one tablet q.i.d. J. 0., 


and anxiety 
Syrup one tbsp. q.i.d. 


For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets 


For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 
and emotional Solution cularly, times daily, at 
emergencies 4-hour intervals. 

ss under 12 not trics, Copenhage: 


blished. Denmark, July 22-27" 1956. 


World's Well- 


May 15) 1957. 4. Menger, 
. C.: New York J. Med. 
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Presented at 
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DIURIL, WITH RESERPINE 


more hypertensives can be better controlled 
with DIUPRES than with any other agent 
... with greater simplicity and convenience 


| 
— 
: 
| 
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a logical alliance of two antihypertensives 
you know and trust provides 


increased effectiveness, decreased side effects 


potentiated effect 
DIUPRES produces an effect greater than either pruRIL or reserpine alone. It is effective 
in many patients who respond inadequately or not at all to either DruRIL or reserpine. 


Average antihypertensive effect Average antihypertensive effect | 
of rauwolfia and rauwolfia+DIURIL of reserpine and DIURIL+reserpine 


after 12 weeks control: reserpine: DIURIL 
6 months after (12.3% +reserpine: 
rauwolfia adding reduction) (26.2% 
therapy DIURIL reduction) 
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effective therapy for most patients 
DIUPRES by itself usually provides effective therapy for a 
majority of patients with mild or moderate hypertension, 
and even for many patients with severe hypertension. 
Many patients now treated with other agents which fre- 
quently cause distressing side effects can be adequately 
managed with well tolerated DIUPREs. 


provides basic therapy 

Should other drugs need to be added to piuPREs, they can 
be given in much lower than usual dosage so that their 
side effects are often strikingly reduced. 


rapid onset of effect 

The antihypertensive action of DIUPREs is rapidly evident. 
(Considerable time may elapse before the antihyperten- 
sive effect of reserpine alone is observed. ) 


fewer and less severe side effects 
DIUPRES may be expected to cause fewer and less severe 
side effects than are encountered with other antihyper- 
tensive therapy. (Since DIURIL and reserpine potentiate 
each other, the required dosage of each is usually less 
when given together as DIUPRES than when given alone. 
Such reduction in dosage makes side effects less likely 
to occur.) 


often obviates weight gain 

DIUPRES minimizes the problem of weight gain seen with 
reserpine (reserpine alone has been reported to produce 
weight gain in 50 per cent of patients).'-4 


virtually eliminates fluid retention 
DIUPRES is not likely to cause either clinical or subclinical 
retention of sodium and water. (Hypotensive drugs, par- 


DIURIL, WITH RESERPINE 


ticularly rauwolfia® and hydralazine,* may cause fluid 
retention. Even when such retention is subclinical, their 
antihypertensive effectiveness is diminished.) 


diet more palatable 
With pruprRes, there is less need for rigid restriction of 
dietary salt, which patients find so burdensome. 
“It may well be that the drug [D1uRIL] produces 
the benefits of a markedly restricted low sodium 
diet but without its hardships.”* 


subjective and objective improvement 
DIUPRES allays anxiety and tension, thus reducing the 
emotional component of hypertension. Organic changes 
of hypertension may be arrested and reversed. Headache, 
dizziness, palpitations and tachycardia are usually 
promptly relieved by piupREs. When the anginal syn- 
drome accompanies hypertension, the administration of 
DIUPRES may also cause diminution or even disappear- 
ance of this syndrome concurrent with control of the 
hypertension. 


convenient, controlled dosage 

Instead of two separate prescriptions, you write one pre- 

scription . . . the patient takes one tablet, rather than two 

different tablets . . . and the dosage schedule is easier for 

the patient to remember and follow. 

“patients have fewer lapses and make fewer mis- 

takes in dosage, the simpler the regimen can be 
made. Therefore I do not hesitate to use more 
than one medicament combined in one tablet, 
provided this gives approximately the correct 
dosage of each.”* 


economical 
DIUPRES will cost the patient less than if he were given 
two separate prescriptions for its components. 


| 
| 


Indications: 
DIUPRES is indicated in hypertension of all degrees of 
severity. It can be used in the following ways: 


as total therapy 


as primary therapy, adding other drugs if necessary 


e as replacement or adjunctive therapy in patients 
now treated with other agents 


Precautions: 
The precautions normally observed with DIURIL or reserpine 
apply to piupREs. Additional information on DIUPREs is 

available to physicians on request. 


Recommended dosage range: 
DIUPRES-500—one tablet one to three times a day. 
DIUPRES-250—one tablet one to four times a day. 
If necessary, other agents may be added. 
If the patient is receiving ganglion blocking agents 
or hydralazine, their dosage should be cut 
by 50 per cent when piuPREs is added. 


DIUPRES-500 


500 mg. piuriL (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


DIUPRES-250 


250 mg. piurit (chlorothiazide), 0.125 mg. reserpine. 
Bottles of 100, 1000. 


the first “wide range” antihypertensive 


DIURIL, WITH RESERPINE 


1. Rochelle, J. B., III, Bullock, A. C., and Ford, R. V.: Potentiation of antihypertensive therapy by use 
of chlorothiazide, J.A.M.A. 168:410, Sept. 27, 1958. 2. Freis, E. D., Wanko, A., Wilson, I. M., and Parrish, 
A. E.: Treatment of essential hypertension with chlorothiazide (Diuril), J.A.M.A. 166:137, Jan. 11, 1958. 
3. Freis, E. D.: Treatment of hypertension. (Presented at the Annual Meeting of Southern Medical Asso- 
ciation, Nov. 13, 1957.) 4. Moyer, J. H., Dennis, E., and Ford, R.: Drug therapy (Rauwolfia) of hyper- 
tension, A.M.A. Arch. Int. Med. 96:530, Oct. 1955. 5. Perera, G. A.: Edema and congestive failure related 
to administration of rauwolfia serpentina, J.A.M.A. 159:439, Oct. 1, 1955. 6. Wilkins, R. W.: Precautions 
in use of antihypertensive drugs, including chlorothiazide, J.A.M.A. 167:801, June 14, 1958. 


“Qo MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


*DIUPRES and DIURIL (chiorothiazide) are trademarks of Merck & Co., Inc 


| 
| 
R 
Deu peee- 900 
| 
| 
} 
| 
if { 
| 
1 
| 
4 
| 
| 


in peptic ulcer 


REFRACTORY 
CASES 
RESPOND 10 


OXYPHENCYCLIMINE HYDROCHLORIDE 


POTENT ANTICHOLINERGIC ACTION 


curbs secretion when excessive 
normalizes motility when overactive 


Activity appears to be restricted to the desired site of action. 
Predictable therapeutic response in refractory cases. 


Potency and Prolonged Duration of Action 
10 mg. b.i.d. Average Dose - Supplied as: 
10 mg. white, scored tablets 


References: 1. Finkelstein, Murray: Journal of 
Pharmacology and Experimental Therapeutics, in 
press. 2. Winkelstein, Asher: Paper in preparation. 
*Trademark 


Pfizer) Science for the world’s well-being 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., 
Brooklyn 6, N. Y. 
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Tetracycline with Citric Acid LEDERLE 


ERLE LABORATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pearl River, New York Qetaria) 
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ULTUSSIN 


TABLETS (new!) and LIQUID 


teaspoonful 
provides: 
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| faster and more effectively 
@ avert the dangers of theumatic ever, nephritis, 
| otitis media and other comp ations 
SULTUSSIN simultaneously affords maximum relief from 
| sneezing, stuffed or runny nose, cough, wheezing, malaise, 
Slight fever, and other distressing Symptoms of the severe 
of 50 DECI 
Glyceryl 230. 50.0 mg? disor 
— _ Oldest Manufacturing Pharmaceutical House in America Founded 1824 
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disease 
fever 


a new order of magnitude in therapeutic effectiveness 
a new order of magnitude in margin of safety 


Excellent and good-to-excellent results are reported? with 
DECADRON in nearly all of 362 patients with various allergic 
disorders, including a number of cases who had failed to 
respond to other corticosteroids. No major reactions were 
observed in these extensive clinical studies even after four 
months of continuous therapy—DECADRON produced no 
peptic ulcer, no diabetes, no significant hypertension, no 
sodium retention, no potassium depletion, no edema, no 
undesirable psychic reactions, and no unusual or new side 
effects. Less than five per cent of patients experienced minor 
reactions, none of which: prevented continuing administra- 
tion of DECADRON. 

Moreover, several investigators report that side effects in- 
duced by previous corticosteroid therapy such as gastric 


intolerance, peripheral edema, headache, vertigo, muscle 
weakness, ecchymoses, flushing, sweating, moon facies, 
hypertension, hirsutism, and acne often disappeared during 
therapy with DECADRON. tAnalysis of clinical reports. 

Dosage: One 0.75 mg. tablet of DECADRON will replace one 4 mg. 
tablet of methyiprednisolone or triamcinolone, one 5 mg. tablet of 


prednisone or prednisolone, one 20 mg. tablet of hydrocortisone, or 
one 25 mg. tablet of cortisone. 


Detailed information on dosage and precautions is available to phy- 
sicians on request. 


Supplied: As 0.75 and 0.5 mg. scored, pentagon-shaped tablets in 
bottles of 100. 


ih Merck & Co., Inc. *DECADRON is a trademark of Merck & 
Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


ore patients more effectively 


SPONTIN IN SERIOUS 


A Special Report from Abbott 
to the Medical Profession 


on a Year’s Clinical Experience 
with SPONT/N® 


(Ristocetin, Abbott) 


In a Spanish province, a patient lay dying of 
endocarditis. A short wave radio appeal for 
SPONTIN was intercepted by a Baltimore physi- 
cian. The antibiotic was immediately flown to 
this faraway land, and 10 days later—the patient 
had recovered. 


In Chicago, a moribund patient had been 
administered 18 combinations of 10 different 
antibiotics without success. Involved was a hos- 
pital-acquired staphylococcal pneumonia — plus 
complications. SPONTIN was substituted and the 
patient lived. 


A five-week-old infant was critically ill with 
staphylococcal enteritis. Treatment failures in- 
cluded erythromycin and chloramphenicol. Three 
days of SPONTIN saved this life. The list is long 
and impressive and it grows daily. 


Recently, a study' was made of serious and 
resistant staphylococcal infections reported to 
Abbott Laboratories. Many of these cases had 
serious complicating diseases—many were mori- 
bund, or almost so, at the time SPONTIN was 
started. Yet, out of the 160 staphylococcal cases 
studied, 93 were reported cured and 38 improved 
after the administration of SPONTIN. 


Out of the total of 251 patients with severe 
infections caused by gram-positive or mixed or- 
ganisms, 149 were reported cured and 53 others 
improved. And the record for pediatric practice 
was every bit as good. 

Additionally, SPONTIN continues to exhibit ex- 
ceptional bactericidal activity against coccal in- 
fections*. And, according to another study, 
SPONTIN provides successful short-term therapy 
in endocarditis*. 


when you’re confronted 


Only last October, at the Antibiotics Sym- 
posium in Washington, D. C., a panel of six 
leading antibiotic experts placed SPONTIN 
at the top of all other commercially-available 
antibiotics for treating serious staphylococcal 
infections. Also, six papers—all dealing with the 
effectiveness of ristocetin (SPONTIN®) in treating 
staphylococcal infections—were presented at the 
Symposium. 

One of the most encouraging aspects of the 
year’s literature on SPONTIN is the increasing 
testimony to its safety. As the months have 
passed and cases have accumulated by the hun- 
dreds, it has become apparent that careful atten- 
tion to dosage recommendations has practically 
eliminated toxicity and side effects as serious 
obstacles to therapy. Also, recent improvements 
have been made in the manufacture of SPONTIN; 
the drug is now made from pure crystals. 

A recent report* in the Journal of the Ameri- 
can Medical Association concluded, “It is our 
opinion that, if proper precautions are observed, 
ristocetin is a [well tolerated] and potent agent 
to employ in the treatment of staphylococcal 
infections.” And in another study, after success- 
fully treating 28 patients with a variety of 
staphylococcal infections, the authors reported’, 
“No serious complications were noted.” 

Few more dramatic records have been written 
in such a shortspace of time. SPONTIN has proved 
itself to be a good answer, perhaps the best 
answer at present, to the resistant staphylococcal 
problem — and of real value in other serious 
coccal infections. It may well be your answer 


Obbott 


with a serious infection. 
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Excerpts from 
Reports Read at the 


Antibiotics Symposium 


Spontin In Treating Severe Respiratory Infections 
—‘“In 13 of 20 patients the results were excellent, 
with clinical response being evident within one to 
four days after institution of therapy. In three addi- 
tional patients, there was some degree of improve- 
ment in pneumonic processes superimposed on 
tuberculosis in two cases and on pulmonary neo- 
plasm in one. In all other cases, serious antecedent 
pathology undoubtedly influenced the negative or 
equivocal response to ristocetin therapy.®” 


Spontin In Treating Staphylococcal Infections—A fter 
successfully treating 28 patients, the authors wrote, 
“Ristocetin or Spontin has proved to be bactericidal 
and bacteriostatic, particularly for the Staphylo- 
coccus aureus, which is often resistant to many 
other antibiotics.5” 


Spontin In Treating Seven Difficult Cases — “Risto- 
cetin has produced excellent results in eradicating, 
mitigating or preventing infection in seven selected 
difficult cases. Six of the seven cases involved 
Staphylococcus aureus which did not respond to 
chemotherapy with other antibiotics.”” 


Spontin Blood Levels In Children —“Ristocetin was 
administered as a single intravenous injection of 
12.5 milligrams per kilogram. This resulted in 
serum levels ranging from 1.3 to 10.6 mcg. after 
two hours with a gradual fall to a levei of 0.7 mcg. 
per cubic centimeter or less after 12 hours.*” 


STAPHYLOCOCCAL INFECTIONS 


Spontin In Treating Staphylococcal Pneumonia 
—“Ristocetin was used in the treatment of 24 pa- 
tients with staphylococcal pneumonia, 17 of whom 
had failed to respond to previously administered 
antibiotics. Complete clearing of pneumonitis was 
obtained in 16 patients and significant improvement 
occurred in two others. Two patients died of pneu- 


monia; four others succumbed to other lethal dis- 
eases.®” 


Spontin In Treating Children and Adults — “Risto- 
cetin completely controlled severe staphylococcal 
infections in | 1 adults and six children who received 
adequate therapy.!°” 


1. Totals represent published reports and personal communica- 
tions to Abbott Laboratories. 


2. Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 15, 16, 17, 1958. 


3. Romansky, M. J., and Holmes, R., Successful Short-Term 
Therapy of Enterococcal and Staphylococcal Endocarditis 
with Ristocetin—Seven Patients. Preliminary Report, Anti- 
biotics Annual, 1957-58, p. 187. 


4. J. A. M. A., 167:1584, July 26, 1958. 


. Bush, L. F., et al., The Use of Ristocetin (Spontin) in Staph- 
ylococcal Infections, In Press, Antibiotics Annual, 1958-59. 


6. Billow, F. J., et al., Clinical Observations on Ristocetin—A 
Preliminary Report on its Efficacy and Toxicity in 20 Un- 
selected Severe Respiratory Infections, In Press, Antibiotics 
Annual, 1958-59. 


. Miller, J. M., et al., Ristocetin in the Treatment of Seven © 
Selected Difficult Cases, In Press, Antibiotics Annual, 1958-59. 


8. Asay, L. D., et al., Ristocetin Serum Levels in Children, In 
Press, Antibiotics Annual, 1958-59. 


9. Schumacher, L. R., et al., Experiences with Ristocetin in 
Staphylococcal Pneumonia: Observations in 23 Cases, In 
Press, Antibiotics Annual, 1958-59. 


10. Terry, R. B., Ristocetin in Children and Adults, In Press, 
Antibiotics Annual, 1958-59. 
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new 3-way 
build-up for 
the under par 


child... 


improve appetite and energy 
with ample amounts of vitamins—B,, Bs, By. 


strengthen bodies with needed protein 

Through the action of |-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 
with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


WITH IRON SYRUP 
delicious Available in botties of 4 and 16 fi. oz. 
cherry flavor— 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Qetorie) 
*Reg. U. S. Pat. Off. 
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A workhorse 
“mycin” 

for 

common 

infections 


respiratory infections 


prompt, 
high blood levels 


consistently 
reliable 

and reproducible 
blood ievels 


minimal 


adverse reactions 


With well-tolerated CycLAmyYcIN, you will find 
it possible to control many common infections 
rapidly and to do so with remarkable freedom 
from untoward reactions. CyCLAMYCIN is in- 
dicated in numerous bacterial invasions of the 
respiratory system—lobar pneumonia, bron- 
chopneumonia, tracheitis, bronchitis, and other 
acute infections. It has been proved effective 
against a wide range of organisms, such as 
pneumococci, H. influenzae, streptococci, and 
many strains of staphylococci, including some 
resistant to other “mycins.” Supplied as Cap- 
sules, 125 and 250 mg,., vials of 36; Oral 
Suspension, 125 mg. per S-cc. teaspoonful, 
bottles of 2 fl. oz. 


© 
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Triacetyloleandomycin, Wyeth 


% 


Wyeth 
Conforms to Code for Advertising 


ele Philadelphia 1, Pa. 
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M edicine’s priceless past is but 


prologue to its brilliant present 
and future. To help provide a better 
public understanding and aware- 
ness of Medicine’s proud traditions, 
Parke-Davis will launch a unique 
and informative new institutional 
advertising campaign this month. 
GREAT MOMENTS IN MEDICINE 
will depict historically accurate 
scenes of advancements in Medi- 
cine through the centuries. This 
very colorful and interesting 


ceutical research 


Parke-Davis campaign will appear 
regularly during 1959 in LIFE, 
SATURDAY EVENING POST, TIME, 
READER’S DIGEST, and TODAY’S 
HEALTH. As a preview to the med- 
ical profession, the first ad in this 
series is reprinted above. Within 
a few weeks millions of people 
throughout the United States — 
and the world—will also see it. 


PARKE-DAVIS 


... Pioneers in better medicines 


VirciniA Mepicat MONTHLY 


For th 

Recipr 
oid ani 
effecti 


In each 

Sodium s 
ium 

para-ar 


Ascorbic 


| jedicime tm a © series of oii 
Pictures, ‘ Of oil paintin, B 
— Med; ° / 
— came the linens and wearing a wi sa / 
— ‘ | 500 B.C. administers * Eeyptian physicins : > 
| 4 chis highly. ancient World for thousands from tetanus, Protect you and effective 
Fespected practiti years, Polio, and man. fomily 4 
{ Personal skill, tioner could rely were killers of other infections 
9500 years later. due to advances the poopie modern medicine their place in the 2 ¢ 
Bit im pharma longer Of the world with the Provide 
a 
| 
A 
Lg 
| 
84 
For ste 
| A. H. Re 


Your difficult rheumatic patient... 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 


For the patient who does not require steroids nonsteroid antirheumatics... 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
— Salicylate U.S.P.....0.3 Gm. (5 gr.) 


para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


PABALATE 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 
Potassium salicylate .......... 0.3 Gm. (5 gr.) 


Potassium 
para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85 % of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate .3 Gm 

Potassium 0.3 Gm. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA + Ethical Pharmaceuticals of Merit since 1878 
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CATASTROPHIC HOSPITAL AND NURSE EXPENSE 


and 


PROFESSIONAL OVERHEAD 


From time to time members have brought to our attention the 
existence of various plans of personal insurance sponsored by one or 
more Associations. As a result your Insurance Committee has inves- 
tigated various contracts available. Accordingly, The Medical So- 
ciety of Virginia is pleased to announce its own approved plans of 
personal insurance underwritten by the American Casualty Com- 
pany, Reading, Pennsylvania. 


Beyond question our Program is one of the broadest and most com- 
prehensive of any sponsored by a professional association. All 
members under age 70 in active full time practice and their de- 
pendents are eligible to apply. 


Customarily, a minimum requirement of 50% participation of the 
eligible membership is necessary to waive underwriting and accept 
all who apply. Under our Society’s Program we need only 500 ap- 
plications under each plan to achieve this vital concession. Therefore, 
we urge that you carefully consider the brochures that were mailed 
you and return your applications as early as possible to the admin- 
istrator, David A. Dyer, Medical Arts Building, Roanoke. 


Our Program is truly outstanding, and we anticipate an overwhelm- 
ing response. Please act now. It is your approved plan. 


F. Giesen, M.D., Chairman 
Insurance Committee 


The Medical Society of Virginia 
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Provides Triaminic for more complete 
and more effective relief from nasal and 
paranasal congestion because of systemic 
transport to all respiratory membranes— 
without drawbacks of topical therapy.t 


Provides well-tolerated APAP (N-acetyl-p- 
aminophenol) for prompt and effective 
analgesic and antipyretic action to make 
the patient more comfortable. 


Special “timed release” design 


first—the outer layer dis- 
solves within minutes to 
give 3 to 4 hours of relief 


then —the inner core 
releases Its Ingredi- 
ents to sustain relief 
for 3 to 4 more hours 


also available for those patients who prefer 
liquid medication: Tussagesic suspension 
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ow- All cold symptoms 
can be controlled 


Each TUSSAGESIC tablet provides: 


Tussagesic 


*Contains TRIAMINIC to D running noses &. &. and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska * Peterborough, Canada 


Provides Dormethan (brand of dextro- 
methorphan HBr) for non-narcotic anti- 
tussive action on the cough reflex center in 
the medulla—as effective as codeine but 
without codeine’s drawbacks. 


Provides terpin hydrate, classic expector- 
ant to thin inspissated mucus and help the 
patient clear the respiratory passages. 


tLhotka, F. M.: Illinois M. J. 112:259 Cee: 7 Fabricant, N. D.: E. 
Monthly 37:460 (July) 1958. Farmer, D. F.: 


Clin. Med. 5:1183 (Sept 1958. 


(phenylpropanolamine HCI 25 mg. 
pheniramine maleate . . . 12.5 mg. 
pyrilamine maleate .. . 12.5mg) 
Dormethan 
(brand of dextromethorphan HBr) 
Terpin hydrate. . .. 


30 mg. 
+ 180mg. 
APAP (N.acetyl-p-aminophenol) . . $25 mg. 


Dosage: One tablet in the morning, midafter- 
noon and in the evening, if needed. 


* timed-release 
tablets 
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CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone Mi 3-0340 


Ames Company, Inc 
Appalachian Hall 


Bradlee Medical Bldg 

Brayten Pharmaceutical Company 

Burroughs Wellcome & Co. 

Canada Dry 

Catastrophic Hosp. & Nurse Expense 

Davies, Rose & Company, Limited Smith-Dorsey 

Eli Lilly and Company Smith Kline & French Laboratories 
Fesler Company Squibb __ 

General Electric _ St. Elizabeth’s Hospital 

St. Luke’s Hospital 

St. Paul-Western Insurance Companies 
State Board of Medical Examiners, The 
Stuart Circle Hospital 

Terrace Hill Nursing Home 

Tilden Company, The 

Tucker Hospital, 

United States Brewers Foundation 
Upjohn Company, The 

Vale Chemical Company, Inc., The 
Valentine Company, Inc 


Gill Memorial Eye, Ear and Throat Hospital, Inc 

Charles C. Haskell & Co.__-- 

Irwin, Neisler & Co 

Jefferson, A. G 

Jones and Vaughan 


Merck Sharp & Dohme 

Parke, Davis & Company 

Patch Company, E. L 

People’s Service Drug Stores f 

Pfizer Laboratories , 66, Westbrook Sanatorium 

Plyler’s Nursing Home, Mrs White Cross Hospital 

Purdue Frederick Company, The. Williams Printing Co 

Richmond Eye Hospital—Richmond Ear, Nose and Winthrop Laboratories 
Throat Hospital 
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THERE IS A SAINT PAUL AGENT IN YOUR 

a COMMUNITY AS CLOSE AS YOUR PHONE 

HOME. OFFICE: 111 ST: PAUL, MINE. 
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in over three years of clinical use 


in over er 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar Wit ablets. 
ey WALLACE LABORATORIES, New Brunswick, N. J. 
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“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


DEXAMYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 


Tablets + Elixir - Spansule* sustained release capsules 


In listless and lethargic overweight patients—pExeDRINEt 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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